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TREATMENT OF CERTAIN CASES OF 
PROSTATIC OBSTRUCTION BY CAU- 
TERIZATION BY THE HIGH 
FREQUENCY CURRENT.* 


A. Raymonp Stevens, M.D., 
New York. 


It seems to me the two points to be estab- 
lished are that it is possible to destroy prostatic 
tissue by the high frequency current, and that 
this is a perfectly feasible means of eliminating 
a prostatic obstruction in certain cases. I wish 
to present the following clinical observations 
upon which are based my belief in the affirma- 
tive side of both of these questions. ; 

On cystoscopic examination of cases treate 
by this method, I could see a gray and black 
necrotic area at the site of a previous treatment, 
and repeated application of the Oudin current, 
would produce in each instance a gradual disap- 
pearance of tissue at this spot. The most pro- 
nounced evidence on this point was in a case of 
middle lobe of prostatic obstruction. The lobe 
was of moderate size, could not be brought into 
one field of the cystoscope, and hid the ureteral 
orifices from view. No amount of cystoscopic 
manipulation on my part would bring the ureteral 
orifices into the field of vision. Treatment with 
the high frequency current was applied on six 
occasions, and each time several spots on the 
surface of this intravesical lobe were cauterized. 
The cautery action was not deep, but this re- 
peated action so reduced the lobe that after three 
treatments it could be brought wholly within the 
field of vision, and one ureteral orifice became 
visible. After the sixth treatment, the middle 
lobe no longer existed, but its place was taken 
by a broad area of white slough. 

' The efficacy of this mode of treatment in the 
two following cases previously reported (N. Y. 
Medical Journal, July 26, 1913), is to me a clean- 
cut demonstration that cauterization by the high 
frequency current is entirely satisfactory in cer- 
tain instances. These patients represent differ- 
ent types of obstruction. The histories were of 


*Read before the Section on Genito-urinary Surgery of the N. Y. 
Academy of Medicine, October 15, 1913. 


long duration, both patients were under obser- 
vation some time before treatment was instituted, 
neither had had previous treatment, and the diag- 
noses to my mind were well established. The 
results were those that I should have been quite 
satisfied with, had an open operation been per- 
formed; and I cannot see that anything had to 
do with these gratifying results but the cauteriz- 
ing effect of the high frequency current. 


My first case was diagnosed “contracture of 
the vesical neck.” He was a man, 46 years old, 


and was first seen at Bellevue Hospital in Janu- 
ary, 1912. He denied all venereal diseases. For 
over two years he had had urinary frequency with 
often noctural enuresis, which conditions had be- 
come gradually worse. He was under observa- 
tion for about two months before any treatment 
was given. By actual record, the patient voided 
at intervals of one to three hours, amounts vary- 
ing from two to eight ounces. The urine was per- 
fectly clear. The prostate per rectum was only 
slightly enlarged. Urethral instruments passed 
easily, but with always a decided jump just be- 
fore entering the bladder. Residual urine, tested 
many times, varied from 26 to 34 ounces, and 
was never less than 26 ounces. I wish to empha- 
size that these many catheterizations, four cysto- 
scopic examinations and the passage of large 
sounds on one occasion did not reduce the amount 
of residual urine. The intravesical aspect of the 
prostatic border was slightly irregular, but pre- 
sented no lobes projecting into the bladder. The 
ureteral orifices were situated about the usual 
distance from the prostatic border. The bladder 
was markedly trabeculated, even on the anterior 
wall. A Wassermann reaction was reported 
negative and there was no history of syphilis. 
A very careful examination revealed no evidence 
of spinal cord disease. As stated, a diagnosis of 
“contracture of the vesical neck” was made. A 
group of long villi attached to the roof of the 
posterior urethra were easily burned away, but 
as anticipated, this produced no change in the 
urinary symptoms or residual urine. 

In April, 1912, treatment of the posterior por- 
tion of the vesical aspect of the prostatic border 
was begun. The first four applications each of 
about 3 minutes’ duration were given at intervals 
of approximately 3 weeks to better note results, 
good or bad. There was a more or Jess steady 
reduction in the amount of residual urine, to 9 
ounces at the end of these four treatments. After 
one month it rose to 13, but remained constant 
at that figure for the next three weeks. At each 
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cystoscopy, the site of the previous cauterization 
was clearly marked by the presence of gray and 
black necrotic tissue, and a distinct depression at 
this point was evident. On September 25th and 
again on October 14th of last year, in addition to 
making further excavation in the posterior re- 
gion, | burned a small trough in the left anterior, 
and one in the right anterior aspect, carrying 
each about a half inch into the prostatic urethra. 
I question whether these anterior burns were pro- 
ductive of good, and am inclined to credit the sub- 
sequent improvement to the widening and deep- 
ening of the posterior notch. At any rate, after 
the first of these two visits, the residual urine 
dropped to 5 ounces; and after the last one, to 
14% ounces. Three weeks later it was 1% ounces; 
and six months later, it was still 144 ounces. At 
this visit the patient voided 22 ounces at one 
time. Needless to say, the symptoms improved 
steadily during the course of treatment. The 
enuresis ceased; the patient did not rise at night 
to urinate; and the interval between urinations 
in the day time was often six hours. In all, cau- 
terization was done six times, and the total time 
of application of the Oudin current was about 18 
minutes. 

The second patient was ‘65 years old, had had 
frequency of urination for many months and 
enuresis every night for six months. At the time 
of the first examination, October, 1912, he was 
voiding 6 to 8 times’ a night and at intervals of 
1 to 2 hours in the day, always with hesitation 
and some difficulty... The urine was perfectly 
clear; the residual tine, measured on several 
occasions, varied from 43 to 15 ounces. The 
prostate per rectum was not markedly enlarged. 
Cystoscopy revealed a median lobe, but no other 
intravesical projections of the prostate. This is 
the case referred to the first part of the paper. 
Briefly, the Oudin current was applied to this 
middle lobe on six different occasions; in all 9% 
minutes. The cautery action was not deep, but 
repeated application caused the disappearance by 
necrosis of the whole lobe. Three and five weeks 
after the last treatment, the residual urine was 
respectively % and % of an ounce. The symp- 
toms were entirely relieved. Recently I heard 
from this patient (who is out of town) that he 
frequently goes six, even eight, hours without 
urinating. 

Both of these patients tolerated instrumentation 
so well, that not even local anesthesia was used. 
Neither patient had post-operative pain nor 
hemorrhage of any consequence. 

I have at present under observation an old gen- 
tleman who had. had three cutting operations 
upon his prostate before I saw him. He had 
frequency of urination, residual urine varying 
from 3 to 6 ounces. His prostate viewed through 
the cystoscope was very irregular and presented 
a\median bar. I first burned away a small lobe 
of prostate which projected from the left pos- 
terior aspect of the prostatic border (and which 
I thought might have fallen over the vesical out- 
let during urination), without improving the 


symptoms. Subsequent treatment of the median 
bar has reduced the residual urine to 1% ounces, 
and has produced a well defined excavation in 
the prostatic tissue. These observations are too 
recent to establish clinical betterment, but the 
case illustrates graphically the ability of the high 
frequency current to destroy prostatic tissue. 
This patient is still under treatment. 

Two patients seen at the Presbyterian Dispen- 
sary, with enlargement of both lateral lobes, who 
had flatly declined operation, I undertook to treat 
with the high frequency current, wondering 
whether it would be possible to help them. But 
both complained so bitterly of any instrumental 
examination, I gave up after one treatment. in 
each case. 

I am far from advocating this mode of treat- 
ment for large hypertrophies. The great majority 
of all cases of hypertrophy of the prostate I be- 
lieve are much better treated by open operation. 
With this. small experience in the treatment of 
prostatic obstruction by the high frequency cur- 
rent, I am inclined to reserve it for instances in 
which a comparatively small portion of. prostate 
at the vesical neck is causing a relatively large 
degree of obstruction. Possibly it may afford, 
at least partial relief in other types of cases and 
may reasonably be tried when there exists some 
strong objection to prostatectomy. But with the 
Oudin current, a single cauterization is not deep, 
and progress made in destroying prostatic tissue 
is slow as compared with results obtained with 
papillomata of the bladder. 

Prostatic hypertrophy is a condition of slow 
growth. Frequently the prostate has reached 
great size before symptoms develop, and only a 
little additional growth may produce great dis- 
comfort. In such a case of general enlargement, 
one may produce a considerable degree of relief 
in cauterizing troughs in enlarged lateral lobes, 
but it is obvious that a recurrence of symptoms 
might readily be produced by further slight 
growth of the tumor mass. On the contrary, in 
the types of cases regarded as especially suitable 
for the high frequency current, especially those 
in which the entire obstruction is due to a middle 
lobe which can be entirely eradicated, the prog- 
nosis ‘is certainly excellent. 


very ‘practical consideration always 


whether the patient takes kindly to instrumen- 
tation. Intolerance to the cystoscope after good 
local anesthesia may easily turn the tide in favor 
of operation in a case otherwise regarded as suit- 
able for this simple procedure. 
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STRAIGHT DIRECT LARYNGOSCOPY, 
BRONCHOSCOPY AND 
ESOPHAGOSCOPY. 


RicHarp Hatt Jounston, M.D., 


Clinical Professor of Laryngology in the University of 
Maryland; Laryngologist to St. Joseph’s German Hos- 
pital; Consulting Laryngologist to the South 
Baltimore Eye, Ear and Throat Hospital; 
the Jas. L. Kernan Hospital for Crippled 
Children. 


BALTIMoRE, Mp. 


(Continued from February Number.) 
CHAPTER III. 


ANATOMY AND PHySIOLOGY OF THE TRACHEO- 
BRONCHIAL TREE AND OF THE ESOPHAGUS. 
ANATOMICAL MEASUREMENTS. 


The Larynx. When the direct laryngoscope is 
introduced, the tongue is pushed out of the-way to 
bring the epiglottis into view the lingual surface of 
which appears covered with light pink mucous mem- 
brane traversed by several large blood vessels. The 
edge of the epiglottis presents as a narrow ledge 
covered with pale membrane, thicker in some indi- 
viduals than in others. The valeculae are about 
as distinct as with the mirror. The lingual surface 
of the epiglottis is not of much interest clinically 
because pathological lesions are not often located 
there. Occasionally one sees a tubercular infiltra- 
tion or ulcer along the edge of the epiglottis which 
can be successfully removed through the direct 
laryngoscope. The laryngeal surface of the epi- 
glottis can be satisfactorily examined through the 
tube by placing the spatula end of the instrument 
along the upper border which gives a certain amount 
of bulging below. In this way the writer was able 
to remove a large papilloma of the right, laryngeal 
epiglottic surface through the direct laryngoscope. In 
order to get a good view of the larynx proper, the 
spatula end of the laryngoscope is pushed down, thus 
pulling the entire epiglottis forward. The arytenoid 
cartilages and the posterior wall come into view 
first. The arytenoid cartilages present behind as 
opposed to their anterior position in the mirror and 
appear as rounded or oblong eminences varying in 
size from a split pea to a grain of corn or even 
larger in some cases. The posterior wall is smooth 
and slightly concave posteriorly in the normal larynx. 
Passing outward, then forward and finally back- 
ward to reach the epiglottis are the ary-epiglottic 
folds internal to which are the fossae innominatae 
which are bounded internally by the false cords. 
With the direct laryngoscope used by the writer, 


the anterior 


one gets a good view of the ventricles of the larynx 
because no force is used in pulling the larynx for- 
ward; they appear as two openings between 
the false and true cords. The true cords 
are seen as two white or slightly pink bands 
stretching from the vocal processes behind to 
commissure in front; they ap- 
proximate on phonation with the tube in position. 
By tilting the laryngoscope from side to side the 
subglottic space can be thoroughly examined. With 
most tubes it is difficult to get even a fleeting glance, 
of the anterior commissure; with the tube, used 
regularly by the writer, no difficulty is experienced 
in seeing the anterior commissure as will be ex- 
plained under another chapter. The mucous mem- 
brane of the larynx is usually of a rosy pink color. 

The trachea and bronchi. In describing the an- 
atomy of the trachea and bronchi from the stand- 
point of the bronchoscopist, frequent references 
have been made to Brunings and Jackson. A-cor- 
rect picture of the tracheo-bronchial tree--is of 
great importance in estimating distance in the _re- 
moval of foreign bodies.. In the location of foreign 
bodiés in the X-ray picture, a knowledge of the ex- 
ternal landmarks is absolutely necessary for correct 
orientation. The tree itself may be described as 
an inverted Y with a number of branches coming 
off from the limbs. The trachea is not exactly. in 
the middle line but deviates below towards the dor- 
sum more or less to the right. The arch of the aorta 
curves around the left main bronchus and passes 
clase to the left tracheal wall causing the deviation 
of the trachea, which is not often perfectly straight 
but assumes a slight S shape. The diameter of the 
trachea is about the same. at all points. When a 
round tube is introduced into the trachea one sees 
the rings of cartilage appearing light in color, some- 
times almost white and the membrane between of 
a decided pink tinge. The bifurcation or carina 
divides the trachea into right and left main bronchi 
which come off at different angles. The position of 
the trachea somewhat to the right causes the right 
bronchus to come off almost straight while the left 
bronchus comes off at a much more acute angle 
probably 45 degrees. The angle of bifurcation 
made by the bronchi seldom amounts to 90 degrees. 
Through the bronchoscope the carina appears as a 
sharp, whitish ridge becoming triangular in shape 
as it fades into the walls of the trachea. The direc- 
tion of the secondary bronchi going to the upper 
lobes of the lungs is outward and somewhat for- 
ward; the variation in the point of origin of them 
is of importance as from it results a great difference 
in the length of the two bronchi. The right upper 
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lobe bronchus may rise at the level of the bifurca- 
tion spur or even from the trachea. The left upper 
bronchus arises much lower down than the right. 
The right middle lobe bronchus arises some dis- 
tance below the upper and runs forward. The 
bronchi to the lower lobes on both sides are known 
as terminal bronchi and ramify anteriorly and pos- 
teriorly like the fingers of a glove. The rings of 
the trachea number from sixteen to twenty and are 
open in their posterior third. In the main bronchi 
the right has from six to eight and the left from 
nine to twelve cartilaginous rings. Below the or- 
igin of the upper lobe bronchi on each side, the 
bronchi have cartilaginous plates which often coal- 
esce and are scattered over the entire periphery. 
Their thickness constantly decreases until in tubes 
of 1 milimetre they are completely absent. This 
arrangement increases the elasticity and movability 
of the smaller bronchi which have an important 
bearing on the removal of foreign bodies. The 
upper part of the posterior wall of the trachea 
touches the esophagus. In books on topographical 
anatomy the bifurcation is said to correspond to the 
sternal end of the second costal articulation and 
behind with the spinous process of the fourth dorsal 
vertebra. In children the numbers would be 
three and five respectively. Brunings does not 
agree with these figures. From skiagrams (the 
dead body being absolutely horizontal and the pic- 
ture taken from a distance of 200 cm.) the bifur- 
cation in the case of a 12-year-old girl is situated at 
the lower edge of the first sterno-costal articula- 
tion; in the case of a new born child halfway be- 
tween the first and second articulations; in a 16- 
year-old, girl it approaches the upper edge of the 
second sterno-costal articulation and in an adult it 
coincides with it. . 

Relative Lengths of the Bronchial Tree (Brunings). 


Woman. Child. Infant. 
; Cm. Cm. 


Right main bronchus 
Left main bronchus 
Right trunk bronchus 
Left trunk bronchus 
If the rectilineal distance from 
teeth to trachea is added 
There is thus as total distance 
between upper teeth and bifur- 
cation 
And as total distance between 
upper teeth and lower lobe 
branches— 
28 20 13.5 
29 21 14 


“In this table the term ‘child’ implies the age 
of about ten years. The numbers in this column 
have only a limited application, because there is, 
of course, a considerable interval between ‘infant’ 
and ‘woman.’ The autoscopic numbers for infant 
and child are doubtful because they depend solely 
on estimates.” 


Relative Calibre of the Bronchial Tree (Brunings). 
Child. 
ti 


Woman. 
Mm. 


Diameters. 
‘Trachea 
Right main bronchus 
Right trunk bronchus 
Lett main bronchus 


Available width of glottis... 12- 15 


“By the trunk bronchus is meant that part of t the 
bronchus below the branches to the upper lobes of 
the lungs. These numbers in themselves afford 
considerable scope, but in practice it must be re- 
membered that all parts of the tracheo-bronchial 
tree are capable of a not inconsiderable power of 
stretching. I have therefore given rather high 
values for the available width of the glottis (the 
width which the tube can traverse) in the case of a 
child or infant, as compared with the figures of the 
bronchial tree, because a child’s larynx is more ex- 
pansible. In practicing endoscopy, unless there is 
a special reason for the contrary, it will be advis- 
able to adhere rather to the lower figures as regards 
the width of tube, as by this investigation is made 
less troublesome and the mobility of the tube 
greater. It may be taken as a rule that a tube of a 
width that can pass the larynx without difficulty can 
also enter the two main bronchi. Jackson’s state- 
ment that a tube of more than 10 millimetres can- 
not be passed through the larynx ‘without risk of 
injury,’ does not at all apply to the sloping tube 
spatula of my extensible bronchoscope.” 

In a large number of bronchoscopic examina- 
tions, the writer has never observed movements of 
the trachea and bronchi synchronous with respira- 
tion except in young children in whom the lumen of 
the different parts of the respiratory tree may com- 
pletely disappear during expiration. As the bron- 
choscope approaches the bifurcation, the pulsations 
of the heart become very distinct and almost fright- 
en the beginner with the force of the impulse. The 
movements occur with the systole of the heart. They 
are of diagnostic importance because they may be 
greatly increased in aneurysm of the aorta. The 
proximity of the pulmonary arteries causes pulsa- 
tion in the larger bronchi which are sometimes so 
marked as to produce narrowing of the tubes. 

The esophagus. The following description of 
the esophagus is taken from Brunings: “Killian 
was the first to show that the tonic and sphincter- 
like occlusion of the superior extremity of the eso- 
phagus is confined to the region of the lower border 
of the cricoid cartilage, where the lowest transverse 
bundles of fibres of the constrictor pharyngis in- 
ferior form a lip-shaped prominence on the pos- 
terior pharyngeal wall. This muscular band, whose 
sphincteric action can only be observed in the living 
body, thus represents the lower limit of the hypo- 
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pharynx and the beginning of the esophagus, the 
walls of which are supported in front by the cricoid 
plate, behind by the vertebral column, and at the 
sides by the more or less strongly developed lobes 
of the thyroid glands. The cervical portion of the 
esophagus occupies the median line between the 
vertebral column and the trachea, and with the 
latter enters the posterior mediastinum. As a rule 
the thoracic portion of the esophagus, which be- 
gins here, now commences to swerve a little to the 
left of the median line, thus reaching. the extrame- 
dian position of the pars diaphragmatica. In con- 
tradistinction to the statements in the older anato- 
mical atlases, the fact must be emphasized that the 
esophagus does not wind up the vertebral column 
like a climbing plant, but that, on the contrary, its 
course is so straight that in certain circumstances a 
view of the lumen may be obtained from its com- 
mencement almost as far as the cardia. 

The direction of the deviation in the thoracic 
portion is determined in living persons simply by 
the relation of the esophagus to the neighboring 
organs; its left wall, and lower down its posterior 
wall, immediately adjoins the aorta, whereas the 
trachea, and below it the heart lie immediately an- 
terior. There is a constant physiological curvature 
of the lower thoracic portion forwards and to the 
left, which is important to bear in mind in direct 
examination. Immediately after the region of the 
bifurcation the esophagus gradually assumes a 
position in front of the aorta, thus getting away 
more and more from the vertebral column. The 
variable degree of mobility of the several sections 
of the esophagus are of practical importance as 
regards examination. It is only the region of the 
upper esophageal orifice which is comparatively 
fixed, but the movements of the pharyngeal muscu- 
lature in deglutition, as indicated by the rising of 
the larynx, show that it must be partly a fixation 
caused by reflex muscular contraction. As a mat- 
ter of fact, the passive mobility of this region is 
considerably increased during anesthesia, so that 
according to Jackson, the tube can make lateral ex- 
cursions several centimetres in extent. Lower down 
the extremely loose tissue of the cavum mediastini 
admits of a considerable lateral displacement, the 
amount of which is only somewhat limited in the 
neighborhood of the bifurcation by its rather more 
solid connection with the pericardium and the peri- 
bronchial connective tissue, while farther still, near 
the diaphragm, it decreases considerably. The mo- 
bility of the second relatively fixed point of the 
esophagus—viz., the hiatus oesophageus—depends, 
of course, very greatly on the state of contraction 
of the diaphragm. In muscular and corpulent sub- 


jects, the mobility is always much less than is the 
case in lean and weakly ones. It almost disappears 
when the patient strains or breathes convulsively, 
while, on the other hand, Jackson was able to dis- 
place the hiatus by 15 cm. laterally and 5 cm. ina 
dorso-ventral direction, in a patient who was deeply 
anesthetized. Gottstein has collected all the litera- 
ture bearing on the topographical relation of the 
cardia to the vertebral column, and has thus arrived 
at mean values showing that its position most often 
coincides with the ninth, tenth or eleventh thoracic 
vertebra. 


Length of the esophagus. From Starck’s sum- 
mary of the literature on the subject, I find that the 
anatomical length of the esophagus (from superior 
edge of the cricoid plate to the cardia) is stated by 
ten different authors as from 20 to 35 centimetres. 
The number 25 occurs most frequently and may 
therefore be taken as the mean value. For practical 
purposes it is more important to know the several 
distances, reckoning from the upper row of teeth, 
because, when using the esophagoscope, they may 
be a help in orientation and a guide to the location 
of endoscopic findings. The following table con- 
tains the numerical data of Von Hacker, which are 
based upon a long series of endoscopic measure- 
ments. In connection with the figures relating to 
children, it must be observed that in many cases 
they only represent a single measurement, so that 
the individual variations are not shown. Neverthe- 
less, this table serves as a valuable guide, and will 
prevent any serious error of localization. 


LENGTH OF THE ESOPHAGUS. 


Men, Adults. Women. 
sua 
Degree of observa- Degree of Usual ob- 
variation. Mean. tion. variation. Mean. servation. 
Cm. Cm. Cm. Cm. Cm. Cm, 
From teeth 
to mouth 
of esopha- 
BUS coccece 14-16 14.9 15 12-15 13.9 14 
From _ teeth 
to bifurca- 
Wt ancanee 23-29 26 26 22-27 23.9 24 
From teeth 
to cardia... 36-50 39.9 40 and 41 32-41 37.3 38 and 39 
Children. 
Length 
From of 
From teeth teethto From Length  Supra-_infra- 
to mouth of ___ bifur- teeth of whole bifurcal bifurcal 
Age. esophagus. cation. to cardia. esophagus. part. part. 
Cm. Cm. Cm. Cm. Cm. Cm. 
Se 7 12 17 10 5 5 
6 weeks ...... 6 11 18 12 5 7 
3 months .... 7.5 12.5 19 11.5 5 6.5 
3.5 months .... 8 13 20 12 5 7 
14 months ....10 14 22 12 4 8 
21 months ....10 15 23 13 5 8 
9 16.5 24 15 7.5 7.5 
er 10 17 26 16 7 9 
11 19 28 17 8 9 
ee 1l 19 27 16 8 8 
be eee 10 18 28 18 8 10 
ie” eee 10 18 28 18 8 10 
14 years ...... 11 19 31 20 8 12 
14 23 33 19 9 10 
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Most important are the measurements in adults, 
and especially the knowledge of the fact that in the 
case of men the cardia may in some be reached 36 
centimetres from the teeth, whilst in others the 
cardia may be 50 centimetres distant. It is found 
too, that the “normal” distance of 40 centimetres 
is subject to extraordinary variations. In women 
the corresponding numbers are 32 and 41, giving a 
mean of 38. It is important also to know the dis- 
tance in a straight line between the teeth and the 
mouth of the esophagus. It does not vary much 
and is about 15 centimetres in men and 14 in 
women. The walls of the esophagus are from 3 
to 4 mm. thick. 

Movements of the Esophagus as Seen Through 
the Esophagoscope. In opening the upper end or 
mouth of the esophagus no movement of the walls 
is seen. Further down in the cervical portion very 
slight if any movement can be noticed. When the 
esophagoscope reaches the dorsal portion of the 
tube, the lumen increases on inspiration and de- 
creases in size on expiration. These variations are 
valuable in showing the operator the direction in 
which the tube should go. The mouth and cervical 
portion of the esophagus represent a transverse slit 
while in the dorsal region the shape is distinctly 
oval in character. 


CHAPTER IV. 
Drrect LARYNGOSCOPY. 
1. HISTORICAL. 


In 1894 Kirstein proposed to examine the larynx 
directly by means of a special spatula terminating 
in a pronged end for pulling the epiglottis forward. 
He published articles and photographs showing the 
position of the head which simulated some of the 
positions used now. His source of light was an 
ordinary mirror or an electric head light. Kirstein 
must have gotten a good view of the larynx since 
his spatula was shaped like some used now, but for 
some reason laryngologists did not adopt his 
method. It was the case that his instrument was 
bought but never used. Two years later Killian, 
profiting by Kirstein’s work, placed direct laryn- 
goscopy on a solid foundation by offering to the 
medical profession instruments of his own device 
which differed from the spatula idea in that he 
used regular tubes. His illumination came from an 
eléctric head light which Kirstein had devised and 
for some time this was the only method of lighting 
the tubes. While Kirstein first thought of direct 
laryngoscopy, Killian must be given the credit for 
placing it on a practical basis. In this country 
Jackson introduced laryngoscopes which carried the 
light on a light carrier at the end of the tube. 


These instruments in the writer’s opinion are still 
the best for larynx work, pure and simple, because 
they are more easily handled than the latest Euro- 
pean idea. The hand light or electroscope of Brun- 
ings and Kahler are the latest ideas in illumination. 
Brunings’ electroscope has been described and Kah- 
ler’s is very similar to it. .Mosher’s instrument is 
still another spatula for examining the larynx. With 
all these instruments direct largyngoscopy has 
reached a high state of development and there 
seems no excuse for every laryngologist not to 
become expert with at least one of the methods. 

2. INDICATIONS FOR Direct LARYNGOSCOPY. 

The indications for direct laryngoscopy are so 
numerous that the writer feels justified in saying 


that the only indication for the mirror or indirect 
method is in routine office work where time is an 
element of importance. 

1. Those who are expert with the tube will never 
waste time trying to examine the larynges of chil- 
dren with the mirror. It is not necessary to re- 
peat here the difficulties of seeing the child’s larynx 
with the mirror, for every laryngologist is familiar 
with them. The tube solves all difficulties by ex- 
posing the larynx in a few seconds. 

2. Direct laryngoscopy has solved the problem 
of operating in the child’s larynx. In papillomata 
and stenosis much can be accomplished in a short 
time as wili be shown later on. It can be said 
absolutely that it is the only method of operating 
in the child’s larynx. 

3. In the removal of foreign bodies it is the 
only method worth while because one sees so much 
better than with the mirror. The object can be 
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grasped and manipulated if necessary, which is of 
importance in some cases to prevent injury of the 
tissues. 

4. In the removal of tumors and specimens for 
microscopic examination, the operation is more 
accurately done than with the mirror. Especially in 
the anterior commissure and on the cords anteriorly 
is the method of particular value. 

5. The examination of the subglottic space is 
quickly made and pathological lesions seen which 
would be very difficult with the indirect method. 
In the same way the ventricles can be explored on 
the two sides. 

6. The extent and limitation of malignant and 
tubercular growths are often of importance in giv- 


Stage III.: Forward pull (with the tube 
Brunings. 


Fig. 2. 
high). 


ing a prognosis or in deciding as to the advisability 
of an operation and here direct laryngoscopy is in- 
valuable. 

7. In a low hanging epiglottis or an extremely 
sensitive throat, the mirror sometimes fails even 
after the use of cocaine. Such patients can be 
successfully examined with the direct laryngoscope. 

8. To get a better view of the trachea than with 
the mirror, the instrument made by DeZeng is ideal. 
It gives a good view of the bifurcation. While these 
indications can be dilated upon, it is not necessary 
to do so. 

3. ConrRAINDICATIONS TO Direct LARYNGOSCOPY. 

1. Serious Cases of Dyspnea. With the head in 
extension as is practiced by some, it is dangerous 
to attempt the direct examination of the larynx. 
The application of cocaine is particularly trying to 
such patients and may result in attacks of suffoca- 
tion. With the head straight and a smaller instru- 


ment after the writer’s method, accidents are not 
so apt to happen. But in any case of dyspnea, the 
operator should be ready to do tracheotomy after 
which the examination may be proceeded with in 
safety. It is probably better to examine these pa- 
tients with the mirror since any instrumentation in- 
creases the danger of spasm and suffocation. In 
one case examined by the writer, the attempt to in- 
troduce the laryngoscope caused such marked 
increase in the dyspnea that it was necessary to 
perform tracheotomy with the patient sitting. 

2. High blood pressure especially if there are 
changes in the blood vessels or aneurysm of the 
aorta. While direct laryngoscopy is practiced in 
these conditions, what was said above applies here 


Fig. 3. 
Brunings. 


in that the extension of the head and the use of a 
large instrument should be carefully avoided. The 
writer does not hesitate to examine these patients 
because, with his method, it is practically impossi- 
ble to do harm. 

3. Failure of compensation in the heart is an ab- 
solute contraindication to direct laryngoscopy with 
any method as is extreme weakness where any 
operative procedure will do serious harm. 


Faulty position (patient slipping forward). 


4. MetHops or EXAMINING THE LaRyNx DrrEcTLy. 

1. The patient sitting. Under criteria determin- 
ing the applicability of autoscopy Brunings says: 
“But if the surgeon takes up his position in front 
of the patient, who should be sitting with his head 
moderately bent backwards, it is often possible, by 
pressing with the spatula in a forward direction, to 
obtain a view not only of the edge of the epiglottis 
but also of a greater or less portion of the lingual 
surface. It may even happen, in particularly favor- 
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able cases, that by introducing the spatula a long 
way and exercising a strong pressure a direct view 
of the arytenoid region may be obtained. This 
experiment, though in itself unimportant, has a cer- 
tain importance as a preliminary, and should pre- 
cede any direct laryngoscopy in order to ascertain 
to what degree it is practicable. It may be taken 
as a rule that autoscopy is the more easily per- 
formed in proportion to the degree of examination 
possible with the tongue spatula, but exceptions 
will no doubt occur. When the neck is short and 
the glottis is high, is is often very easy to reveal a 
large portion of the lingual surface of the epiglottis, 
especially when it is considerably inclined in a 
posterior direction. Therefore when experimenting 
with the tongue spatula, it is necessary to notice the 
distance between the epiglottis or root of the tongue 
and the back of the throat. If the interval is small 
and cannot be much enlarged, even by considerable 
pressure, there will be difficulty in carrying out 
direct laryngoscopy even when the epiglottis is well 
in sight. The test with the tongue spatula should 
not be slurred over, as for one thing it affords a 
means of judging the endurance and reflex irrita- 
bility of the patient. A long and slender neck and 
movable Adam’s apple are always more favorable 
for the examination than a short and stiff neck, 
strong neck muscles and a short and thick tongue. 
This is the chief reason why women, children and 
old people are, in general, much better suited for 
autoscopy than strong men. One important cri- 
terion for the applicability of autoscopy, which will 
be repeatedly referred to later on and may be men- 
tioned now, is the position of the upper incisors. 
When they are very prominent it is much more 
difficult to get the spatula in the direction of the 
trachea than when they are little developed or ab- 
sent altogether. A gap of at least two teeth in 
the middle of the upper jaw considerably facili- 
tates direct examinations.” 


The writer mentions these views of probably the 
most expert European laryngoscopist to disagree 
with them and to state that in his judgment prac- 
tically every patient can be examined at the first 
sitting and that without the preliminary use of the 
spatula. The writer can truthfully say that dur- 
ing the last two years, he has not failed once to get 
a satisfactory view of the larynx at the first trial 
with the methods which he will describe later. With 
the proper position of the head and a small tube, 
direct laryngoscopy is one of the easiest procedures 
in surgery in experienced hands. In the Presby- 
terian Hospital the examination and operation, if 
one be necessary, are done at the same sitting and 


the operation is concluded unless severe hemor- 
rhage compels a second sitting. Having digressed 
to this extent to champion American methods as 
opposed to some of the best European, the writer 
will now describe Brunings’ method and then com- 
pare it with the methods used in this country, 
Brunings says: “After the spatula has been fitted 
to the electroscope, the light arranged, and a damp 
rag placed ready for cleaning the mirror of the 
electroscope, if it should be required, the spatula 
for autoscopy and the mirror of the electroscope 
should be slightly warmed over a lamp, and all is 
ready for the actual introduction of the tube. The 
process may be divided into three stages in the 


Fig. 4. Stage IV.: Deep introduction. Brunings. 


case of all direct examinations of the air passages. 

First movement: Bringing into view the lingual 
surface of the epiglottis. 

Second movement: Passing beyond the epiglottis 
and pushing it aside. 

Third movement: Pushing the tube deeper, pos- 
sibly through the larynx. 

First Movement. It is better to proceed as fol- 
lows: The patient should bend his head back very 
little, and should hold his tongue fast with his left 
hand to prevent it moving inconveniently. The sur- 
geon should then introduce the spatula exactly in 
the middle line, not too vertically, so that when the 
tongue is depressed the upper edge, i. ¢., about 5 to 
7 centimetres, of the epiglottis comes into view. The 
surgeon’s eye should remain all the time close over 
the slit in the electroscopic mirror. 

In order that the spatula, while being pressed 
down, may not slide off laterally or downwards 
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from the raised tongue, and in order that the lips 
and teeth of the patient may be protected from 
pressure, I urgently advise the surgeon to proceed 
as follows in all direct examinations: The left fore- 
finger should push up the upper lip until the thumb 
which is pressed against the forefinger, finds a se- 
cure support against the upper row of teeth. ‘The 
tube should be introduced in the angle formed by 
the thumb and forefinger, in such a manner that 
the thumb prevents lateral displacement, while the 
forefinger protects the teeth from pressure and 
serves to guide the tube when it is introduced 
farther. 

This manipulation, which even inexperienced 
operators very easily acquire, is much safer and less 
trying to the patient than the introduction of a 
finger into the mouth and the vain endeavor to 
find a support from the movable soft parts. More- 
over, this method, owing to the position of the 
finger, alone enables the teeth to be protected from 
pressure or even from contact with the tube. It 
also entirely does away with the strong friction 
which, in any case, the teeth exert upon the tube, 
as it is possible to control the advance of the tube 
quietly and progressively with the forefinger. To 
return to the introduction of the tube, after the 
free edge of the epiglottis, which is often only 
attained after having pressed down the tongue at 
various places,. has been brought into view, the 
end of the spatula should be slightly raised, and 
passed under the control of the left hand, over the 
epiglottis for about 2 centimetres exactly in the 
mid-line, so that it has altogether moved about 
8 or 10 centimetres inward. 

Second Movement. I now come to the actual 
autoscopic displacement. The patient should let go 
his tongue and lean his head back a good deal more. 
At the same time, while keeping exactly to the mid- 
dle line, the surgeon should exert powerful pressure 
in a forward direction on the root of the tongue, but 
should not allow the tube, which is resting in the 
angle between the thumb and forefinger to move in 
any deeper. What has to be aimed at is rather a 
purely rotary motion about a horizontal axis situated 
in the middle of the spatula, together with a gentle 
forward pull. 

It is very advisable during this autoscopic dis- 
placement to make the patient utter a continuous 
sound. This not only diminishes the tendency to 
pressure, but also renders orientation much easier. 
For whereas the back of the throat, which is im- 
mediately in view, affords no useful landmark, the 
arytenoid cartilages which then enter the field of 
vision show at once, by their symmetrical vibra- 


tions, if the tube has swerved from the medial 
plane, and this deviation can consequently be cor- 
rected while further displacement is proceeded with. 

The amount of pressure required in order to 
bring successively into the field of vision the aryte- 
noid cartilages, posterior commissure, the vocal 
cords and the anterior commissure, varies exceed- 
ingly in different individuals, as will be seen farther 
on. On the average it amounts to about one-half 
the pressure which the hand of a strong man is, in 
fact, capable of exerting in that particular position 
(10 kilogrammes). As the root of the tongue is 
capable of supporting considerable pressure, there is 
not much danger to be apprehended even in the 
case of a beginner, provided that he avoids lateral 
deviations, and, above all, does not introduce the 


Fig. 5. Positions of patient, operator and assistant for direct 
laryngoscopy in the sitting position. (Jackson.) 


tube too deeply. If a short autoscopy spatula is 
used, it is practically impossible to enter the sinus 
piriformis. Whenever there is any doubt, it is 
better to hark back and begin again with the first 
movement. 

Third Movement. The deeper introduction of 
the tube and the passage of the glottis no longer 
belongs to laryngoscopy proper. Nevertheless it 
may become necessary to increase the depth to 
which the tube is introduced in the second stage by 
1 or 2 centimetres, and this can easily be accom- 
plished without friction to the teeth by gradually 
moving the left forefinger forward. This, in fact, 
constitutes laryngoscopia subglottica, and affords an 
opportunity of examining the subglottic space, the 
hinder wall of which can be sufficiently inspected by 
merely elevating the spatula sufficiently. It is par- 
ticularly easy to get a view of the lower surfaces of 
the vocal cords if the spatula is inserted obliquely 
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in the corner of the mouth. This will be dealt with 
farther. on.” 

Brunings’ method has been given verbatim in 
order to compare it with the American methods 
which seem much simpler. The method used by 
the writer is certainly easier and just as efficient 
for operative procedures. The unpopularity of tube 
work is due to the complicated methods of examina- 
tion. ‘The different methods devised in this coun- 
try will now he taken up both in the sitting and the 
prone positions. 

The usual method of direct laryngoscopy in the 
sitting position. The writer wishes to emphasize 
the fact that the examination is always easier in 
the sitting than in the prone position in adults. 

The method to be described may be called di- 
rect laryngoscopy with the head in the Boyce posi- 
tion with the patient sitting. It was described by 
Jackson in his book on tracheo-bronchoscopy and, 
so far as I know, is still used by him. The patient 
is seated on a low stool—so low that when the 
operator stands in front of him, the instrument 
can be passed with the elbow and the hand in the 
same plane. This is a very important point for 
if the stool is too high successful work cannot be 
done. The next step is cocainizing the pharynx 
with a curved applicator. After waiting a minute 
or two, the laryngoscope is passed straight down he- 
tween the incisor teeth, pushing the tongue into 
the floor of the mouth. The head is extended more 
or less according to the size of the instrument. 
With the large Jackson tube the head must be 
thrown far back. The tube slips along the tongue 
until the epiglottis comes into view. Usually at 
this point more cocaine must be applied through 
the laryngoscope by means of straight applicators, 
the anesthetic being carried straight down into the 
larynx. By depressing the handle, the spatula end 
of the instrument is made to slide along the wall 
of the pharynx about a half or three-quarters of 
an inch. The handle is then raised bringing the 
spatula end forward and pulling the epiglottis for- 
ward with it. At this point one must pull con- 
siderably to see the larynx at all satisfactorily, and 
in many cases it is impossible to see the anterior 
commissure. With such a large instrument in some 
cases it is impossible to extend the head sufficiently 
to see the larynx. For this reason the writer soon 
gave up the large laryngoscope and tried the small 
instrument devised by Jackson for children. This 
tube is more easily introduced and works better in 
most cases but it was too large for some patients. 
The difficulties of holding the tube with one hand 
and operating with the other are great. Jack- 


son advised that the larynx be exposed by manipu- 
lating the instrument and not by using force, but 
this did not work with the writer. In expressing the 
above views the writer wishes it understood that 
they are his own opinions and it is quite proba- 
ble that others do not agree with him in his esti- 
mate of the Jackson tubes. The unsatisfactory re- 
sults in direct laryngoscopy led the writer to ex- 
periment with the purpose of finding an easier 
method and one which could be used satisfac- 
torily in every patient. In conversations with dif- 
ferent laryngologists, he found that their troubles 
corresponded with his own. The great difficulty 
with all laryngoscopes is their large size which com- 
pels an unnatural position of the head and un- 
necessary and painful pulling on the instrument to 
accomplish any results. Long ago the writer found 
that it is just as easy to see through a smaller 
tube and, with a little practice, as easy to work 
through it. Besides, the ease of introducing the 
smaller tube and the absence of strain on the 
patient more than made up for the difference in 
size of the tubes. The laryngoscope to be described 
is the smallest one made and also the most satis- 
factory to those who have used it or have seen it 
used because it removes all natural difficulties of 
the operation and makes direct laryngoscopy al- 
most as easy as the indirect method. The instru- 
ment is used in adults and children for laryn- 
goscopy and the examination of the upper end of 
the’ esophagus and thus does away with a multi- 
plicity of instruments which is the bane of tube 
work. It has solved all the problems of direct 
laryngoscopy for the writer and he commends it to 
laryngologists as the simplest of all instruments. 
The important point in working through a small 
tube is in training the eye to the proper perspec- 
tive and this is soon learned. One finds that the 
work through a small laryngoscope helps him great- 
ly in operating through the still smaller broncho- 
scopes. Before dismissing the comparison of laryn- 
goscopes, just a word as to their illumination may 
be said. However brilliant Brunings’ electroscope 
may be for bronchoscopes, the writer believes from 
personal experience that the open tube with the 
light at the end is better for direct laryngoscopy. 
The light is bright enough for all purposes and 
one has the advantage of the open tube to operate 
through which is an advantage. In laryngeal work 
the mirror arrangement of the Brunings instrument 
is in the way of the large forceps which are gen- 
erally used for operative work in the larynx. The 
instrument which the writer uses in all his short 
tube work is a modification of the,old Jackson tube 
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—the first one he devised for children. After the 
separable specula appeared, it fell into disuse and 
was no longer made. The original instrument was 
17 centimetres long and 10 millimetres in the in- 
side diameter. It had a drainage tube which was 
practically never used and took up valuable space 
in the tube. The handle had no vertical part as 
the separable specula possess so that it was not 
possible to exert any leverage on it. In modifying 
the instrument, the writer had the drainage tube 
removed and a vertical handle attached which can 
be removed as may be necessary. The detachable 
handle makes the instrument doubly valuable as will 
appear later. The tube has been described at length 
because those who have seen it in operation be- 
come enthusiastic at its ease of introduction and 
exposure of the larynx. 

(To be continued.) 


POST-OPERATIVE THROMBO-PHLEBITIS. 
RaymMonp WALLACE, M.S.M.Sc., 
CHATTANOOGA, TENN. 


Post-operative thrombo-phlebitis was classed by 
the late Maurice Richardson among the “Unavoid- 
able Calamities Following Surgical Operation.” Its 
occurrence after celiotomies is a most distressing 
complication, because of the potential embolism; 
but the prolonged period of convalescence, and 
the more or less disabling sequence to the patient, 
also make the subject of large importance in the 
perfection of surgical recoveries. 

From a wide range of statistics, thrombo-phlebi- 
tis follows in 1.2% of all abdominal operations. 
The veins chiefly involved are the external iliac, 
the common iliac, the femoral, the saphenous, the 
mesenteric, and the portal. 

(a) Klien’ reports 70 cases of post-operative 
thrombo-phlebitis in 5851 gynecologic operations 
performed in ten years. Over one-half of these 
followed celiotomies, and one-third followed 
myomectomies. 

(b) Schweininger? reported 22 cases of femoral 
thrombosis in 1315 cases in four years at the 
Munich Hospital for Women’s Diseases. 

(c) Albanus* found 53 cases in 1140 laparotomies, 
and of these 26 were in non-septic cases; the re- 
maining 18 cases included 6 cases of pyosalpinx and 
12 cases of septic lesions in the abdomen. 

(d) Ina series of 7130 gynecologic operations in 
Kelly’s Clinic, Schenck‘ reports 48 cases of throm- 
bo-phlebitis. In this series four followed perineal 
operations alone. The cases of fibroid tumors in 


*Read before the Medical Association, New 
Orleans, La., October 24, 1913 


this series, although but ten per cent., supplied over 
one-third of the instances of thrombosis. That 
only one case of thrombosis occurred in the entire 
series of operations done for pelvic inflammation, 
would indicate that infection plays a small part in 
the etiology. 

(e) Sonnenburg’s® series of 1000 operative cases 
of appendicitis yielded 20 cases. Of these 9 fol- 
lowed simple catarrhal appendicitis; 4, the gan- 
grenous, and 7 the perforative type. In 17 of the 
20 cases the thrombi were located in the lower ex- 
tremities, 1 in the vena cava, and 2 in the portal 
system; 9 on the right side, 6 on the left side, and 
2 on both sides. 

(£) In 3334 cases of appendicitis quoted by How- 
ard® there were 29 cases of thrombosis. 

In 1000 cases of appendicitis at the London Hos- 
pital’ it occurred in 12 cases, the left femoral vein 
being affected in 11, the right in 1. 

In 400 appendicectomies at St. George Hospital 
analyzed by Tebbs, there were 8 with thrombosis. 

(g) In the collected statistics then of 5734 cases 
of appendicitis with 68 cases of thrombo-phlebitis, 
there is an incidence of 1.2%. 

(h) Finally, in this entire collective series of 
21170 celiotomies, there were 261 cases, or the same 
incidence of 1.2% post-operative thrombo-phlebitis. 

The etiology of this condition is dismissed briefly 
by most writers, either as obscure, or as due to 
hemic origin, trauma, or infection, but no intelligent 
prophylaxis may be practiced without a sound 
theory of causation. 

A study of the statistics in this large series of 
cases makes clear a few definite facts :— 

1. Post-operative thrombo-phlebitis occurs almost 
exclusively after abdominal operations. 

2. It occurs frequently in clean cases—without 
the pre-operative or post-operative presence of 
demonstrable bacterial infection. 

3. It occurs in about one-third of all statistical 
cases in myomectomies. 

4. In the great majority of cases it occurs in the 
femoral vein and on the left side. 

Several theories have been advanced as to the 
exact etiology, but from a consideration of statistics, 
it is very doubtful whether any one cause, be it 
chemical, traumatic, or bacterial, can be ascribed in 
all cases. Certain predisposing physiologic factors, 
however, are present in all cases: 

The peripheral venous circulation is compara- 
tively sluggish. 

The venous coats are thin and permeable to mi- 
crobic infection. 

Venous blood presents a greater coagulability. 
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The superficial distribution of veins submits them 
to outside pressure and injury. 

Large varicosities in the lower limbs afford a 
predisposing cause. 

The veins of the lower extremities are often di- 
lated and their walls diseased by the pressure of 
intra-abdominal tumors or inflammatory masses. 

Kelling* has recently done special experimental 
work along this line, and concludes that infection 
is the prime cause, arising either through a low 
grade infection in the natural clot behind a ligature, 
which disintegrates and is carried in the circulation 
to other points where thrombi develop, or from 
stitch abscesses where infection travels directly 
through the superficial or deep epigastric veins to 
the femoral or iliac vessels. 

Clark®, from clinical and experimental work, con- 
cludes that traumatism during operation exerted 
upon the deep epigastric vein, causes the primary 
thrombosis which slowly progresses through the 
vessel until it reaches the external iliac, where it 
gives rise to a retrogressive thrombus in the femoral 
vein. 

Traumatism of the pelvic tissues, during exten- 
sive operations upon the vagina, rectum, cervix or 
perineum, rarely gives rise to a thrombo-phlebitis. 
However, in Cordier’s’® series of 232 cases follow- 
ing abdominal and pelvic operations, 9 followed 
vaginal hysterectomy for cancer, and 8 followed 
vaginal operations, their character not stated. It 
has occurred rarely following curettages and 
perineorrhaphies. 

Let us consider briefly the anatomy of the pelvic 
venous system. The uterine and vaginal plexuses 
empty into the internal iliac. The hemorrhoidal 
veins terminate in the internal pudic which empties 
into the internal iliac. The superficial epigastric 
empties at right angles into the femoral; the deep 
epigastric and deep circumflex iliac into the internal 
iliac immediately above Poupart’s ligament. It is 
clear, then, that infections following operations 
upon the rectum, perineum, vagina, or upon the 
uterus, ovaries, tubes or broad ligament, if carried 
by the veins might rarely produce a septic throm- 
bosis of the portal vein, but usually a septicemia or 
a pyemia. 

The frequency of puerperal ‘septic thrombo- 
phlebitis has recently been studied". Williams esti- 
mates that one-third of all women dying of puer- 
peral infection showed septic thrombosis. Len- 
hartz placed it at 50 per cent.; Trendelenburg the 
same, and Kneise somewhat less. Seegert estab- 
lished the fact that these thrombo-phlebitic processes 
are, in the majority of cases, pure; in other words, 


confined to the veins. In 31 cases he found only 
5 times a combination of thrombo-phlebitis with 
lymphatic processes, the rest being pure pyemia. 
From our present knowledge we must conclude, 
then, that there are two undoubted primary fac- 
tors: Traumatism of the abdominal wall, especially 
of the superficial and deep epigastric veins; and 
secondly, deep or superficial infection of the ab- 
dominal incision, which is carried by the epigastric 
veins to the iliac and femoral veins, forming re- 
spectively a retrogressive or a metastatic thrombus. 
From a consideration of the clinical symptoms 
these two theories are wholly tenable. The condi- 
tion arises usually from 7 to 21 days after opera- 
tion, giving time, in either event, for the slow retro- 
grade formation of a thrombus, or a metastasis 
from the disintegration of an infected clot. It is 
evident that a certain amount of thrombosis oc- 
curs behind every vein that is ligated. It is then 
quite conceivable that in certain individuals when 
the chemical or cellular constituents of the blood 
have been altered by disease, the coagulability in- 


creased, with the vascular disturbances due to 
anesthesia, and the blood changes due to the ether 


intoxication, there may be fertile fields for throm- 
bus formation, either from trauma or infection. 

The preponderance of thrombosis in the left 
femoral vein is difficult of explanation, particularly 
when it follows an appendicectomy or cholecystect- 
omy. It can be accounted for by metastasis as 
when the infection introduced in a dissecting room 
puncture of the index finger is followed by a throm- 
bo-phlebitis of the left femoral vein. (Chaicot)”. 
Such “leaps” must be accounted for by bacterial 
colonies filtering through the pulmonary plexuses 
and gaining the arterial circulation until they find 
their way to a traumatized or diseased vein wall. 
It is possible, of course, that a thrombosis 
in the epigastric veins through their anastomoses 
might lead to the formation of a retrograde throm- 
bus in the left femoral. 

It is needless to consider the familiar sympto- 
matology, but based upon the etiology just dis- 
cussed, we may perhaps gather clearer and saner 


‘methods of prophylaxis, for thrombo-phlebitis is 


indeed occasionally of serious import when meta- 
static emboli give rise to pleuritis, pneumonia, 
cerebal apoplexy, and to pyelophlebitis—all, of 
ominous, if not fatal, consequence. 

Improved aseptic technic, with an absence of 
wound infection and stitch abscesses, will elimi- 
nate one evidently material factor in causation. 
In the ligation of veins, long dead spaces within 
the vessel should be avoided by clamping and 
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tying as distal to the operative wound as possi- 
ble. 

Subjects with flabby skin and musculature, and 
with poor heat action, should, whenever possible, 
receive preliminary treatment by massage, hydro- 
therapy and tonics. The prolonged use of re- 
tractors, particularly the self-retaining varieties, 
should be avoided, for undoubtedly a consider- 
able amount of traumatism to the vein walls is 
caused by prolonged and rough retraction. It is 
likewise probable that needless sponging and 
wiping of the cut tissues adds to this traumatism. 

In my last series of 200 celiotomies I have had 
three cases of thrombo-phlebitis, all of the left 
femoral. 

Case I. Female, age 28. Large uterine fibroid. 
No history of inter-menstrual bleeding, slight 
menorrhagia, no anemia, general health good; 
operation time 42 minutes. Sub-total hystero- 
myomectomy, primary healing, no fever after 


third day. There was, however, unusual tender- 
ness over the abdominal wall though without 


fever. Undoubtedly at this time the left deep 
epigastric vein was thrombosed and painful, this 
finally reaching the femoral and on the 8th day 
pain appeared in the left popliteal space, with 
chill and fever. The femoral vein became tender 
and whip-like. Bed convalescence lengthened 
five weeks. Some edema persisted for several 
months. This was undoubtedly a retrograde 
thrombus of low grade infection. 

Case II. Female, age 22. Bilateral salpingec- 
tomy and appendicectomy; no drainage. Hemo- 
globin 80 per cent. No fever after 5th day, but 
complained of tender abdomen. Stitches removed 
on 9th day, primary healing. On 13th day tem- 
perature rose to 103°, with chilliness and pain in 
left leg. This rapidly became edematous and 
was constantly painful. Fever continued for five 
days. Bed convalescence extended four weeks. 
Complete restoration in four months. This was 
probably another infected retrograde thrombus 
from deep epigastric veins. 

Case III. Female, age 42. Chronic adherent 
appendicitis. Musculature flabby. Condition im- 
paired by recent childbirth. Operation time 18 
minutes; no retractors used. No post-operative 
fever. Stitches removed 8th day, primary heal- 
ing. On 15th day pain and swelling of left lower 
limb, moderate edema, no chills or fever. Com- 
plete subsidence in three weeks. This is one of 
the puzzling cases; although undoubtedly of 
metastatic origin, it was a low grade infection 
without chill or temperature manifestation. 

The post-operative management of the patient 


may influence the formation of thrombus. 

Early and adequate bowel action should be se- 
cured whenever possible, for the pressure of a 
heavily loaded sigmoid upon the iliac vessels 
might easily slow the venous current sufficiently 
to aid thrombosis. The position in bed should be 


frequently changed from side to side, and often 
to the abdomen, thereby lessening venous stasis 
in the extremities, 

It has been my routine for some years in most 
celiotomies to give a large rectal installation of 
salt solution on the table, and usually eight 
ounces every three or four hours afterward, until 
water can be freely tolerated by the stomach. 
In this way the fluids of the body are constantly 
re-enforced through the pelvic plexuses and kept 
from stagnating. The free post-operative ad- 
ministration of morphine, which was formerly 
quite general, no doubt aided other factors in 
thrombus formation. 

The preventive treatment may be summed up 
in strict asepsis, and the avoidance of trauma. 
However, there will still remain a few cases due 
to obscure constitutional dyscrasias and unavoid- 
able endovenous infection against which we have 
at present no available means of prophylaxis. It 
is quite possible that at some future day meta- 
static infection may be demonstrated as arising 
from the mouth, lungs, kidneys and intestines. 

Surgical intervention, except in acute septic 
thrombo-phlebitis, usually of puerperal origin, is 
in most cases contra-indicated. The brilliant 
achievements in the puerperal varieties form an- 
other chapter, but in passing we may pay tribute 
to the pioneer work of Trendelenburg, Freund, 
Lenhartz, Williams, Jeff Miller and others. 

In conclusion, let me say, that when the prob- 
lems of post-operative adhesions, and thrombo- 
phlebitis have been solved, surgery will have 
come more oe its own. 
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PuRGATION FOR DIARRHEA. 

The good results of purgation in all acute and 
benign cases are too familiar to need further em- 
phasis. Our experience in this series of cases goes 
to support the traditional belief that purgation, by 
means of castor oil or magnesium sulphate, is sec- 
ond only to rest in bed as a remedy for diarrhea. 
We have seen no special reason to prefer one of 
these two purges to the other. Either is usually 
efficient—RicHarp C. Casot, in the J. A. M. A. 
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THE ETIOLOGY, PATHOLOGY AND 
TREATMENT OF PHLEBITIS. 
GeorcE S. Foster, M.D., 


Surgeon and Pathologist to the Hospital Notre Dame 
de Lourde, 


MANCHESTER, N. H. 


Phlebitis is defined as inflammation of the vein. 
Therefore in studying this pathological condition 
we must consider two things; namely the structure 
of the tissue in its normal attitude, and how the 
various forms of inflammation affect this structure. 
Before the subject can be properly covered we must 
review the anatomy, histology, and physiology of 
veins in general. 

ANATOMY. 

Veins are vessels which serve to return the blood 
from the capillaries of the various parts of the body 
to the heart. Two distinct sets of vessels make up 
the venous system; namely the pulmonary, and the 
systemic. 

The pulmonary veins are concerned in the circu- 
lation of the lungs. Unlike all other veins these 
contain arterial blood on its way from the lungs to 
the left auricle of the heart. 

The systemic veins are the ones concerned in the 
general circulation and convey the blood from dif- 
ferent parts of the body to the right auricle of the 
heart. 

The portal vein is a large appendage to the sys- 
temic circulation which collects the venous blood 
from the digestive organs. It is formed by the 
union of the superior mesenteric, splenic, inferior 
mesenteric and gastric, the venae portae. This vein 
ramifies through the liver tissue, reappears as the 
hepatic and empties this blood into the inferior vena 
cava. 

Nearly all veins have valves arranged singly, in 
pairs, or groups of three at variable distances. This 
is especially true of veins of the lower extremities, 
where the valves are more numerous in order to sup- 
port the flow against the weight of the column of 
blood itself. 

Here and there we find veins minus these blood- 
column-supporting valves, as in the smaller venous 
canals. 

The spermatic veins have only a few valves, and 
they are entirely wanting in the venae cavae, hepatic 
veins, portal vein, renal, uterine and ovarian veins. 

The structure of the tissue through which veins 
pass has much influence upon the power of the 
vein to carry a column of blood. Such support for 
the veins has little fat and loose connective tissue 
while, on the other hand, the firm elastic tissue and 
muscle aid the movement of the blood. 


HISTOLOGY. 


Veins are composed of three coats, internal, mid- 
dle, and external. The internal coat is made of 
endothelium, the middle coat of muscular tissue, 
and. the external of connective or areolar tissue. 
The amount of these various tissues differs in veins 
of modified size and position. In this connection 
we must remember that veins are passive channels 
of circulation, and for this reason the muscular 
coat is not heavy. 

The endothelium of the intima is oval in form, 
supported upon a connective tissue layer, consist- 
ing of a delicate network. of branched cells cov- 
ered by a layer of longitudinal: elastic fibers only 
occasionally fenestrated. 

The middle coat, or media, is composed of a thick 
layer of connective tissue with elastic fibers, inter- 
rupted by a transverse layer of muscular fibers of 
which the white element is generally in excess. The 
outer coat or adventitia is made up of areolar tissue 
with longitudinal elastic fibers, which in the larger 
veins is from two to five times thicker than the 
media. The muscular coat or media is wanting in 
such veins as the maternal part of the placenta, in 
the venous sinuses of the brain, veins of the retina, 
and the cancellous structures of bones. 

The valves of the veins are formed by a redu- 
plication of the intima, strengthened by connective 
tissue and elastic fibers, both surfaces being cov- 
ered with endothelium. On the surface next to the 
wall.of the vein, these cells are arranged trans- 
versely while on the surface over which the blood 
current flows, they are placed vertically following 
the direction of the current, and are of semi-lunar 
form. The concave margin of these valves is free 
and they lie close to the venous wall when the cur- 
rent flows normally. When there is an impediment 
in the onward flow, however, these edges flare and 
open to support the blood column. 

PHYSIOLOGY. 

So far as a vasomotor nerve supply is concerned 
we find that the veins as a whole are lacking in this 
innervation. However there are exceptions to this 
statement and it has been clearly proven by Mall 
that the portal vein is so supplied from the splanch- 
nic fibers. But as far as the liver itself is con- 
cerned, the portal vein in reality plays the part of 
an artery and this may be the reason for Nature’s 
variation here. It has also been shown by Roy and 
Sherrington that vasomotor nerves supply the large 
veins of the neck. Other exceptional and localized 
nerve supply to veins has been partly shown by 
others, as Thompson and Bancroft. 

Pulsation in veins is not normal, as the transmis- 
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sion of force in the blood column is usually lost in 
the pre-capillary channels. However, arterial dila- 
tation may transmit by increased blood pressure 
(arterial) a pulse wave to some veins. The term 
venous pulse should apply to a different phenom- 
enon, namely, that seen in the jugular vein. This 
is due to back pressure from the heart, of which 
close approximation is the cause. When the flow 
through the right heart is impeded we observe such 
a pulse wave as Mackenzie has outlined very care- 
fully. 

On the whole, venous physiology is a wide field 
for investigation and proof. We do know, however, 
that veins carry impure blood to areas where it 
may become oxygenated and returned to the arteries 
for distribution. 


Fig. 1. Case after operation for vein stripping. Internal method 
used. Arrows point to short incisions necessary. Note the 
smoothness of the skin. 


ETIOLOGY. 

The following is the result of personal observa- 
tion in fifty carefully studied cases. In each case 
full histories were obtained as to social data, family 
history, past history, including past illnesses and 
present illness, and general physical condition. 

The etiology of phlebitis, so far as any one defi- 
nite organ is concerned, cannot be plausibly given 
in any narrow sense of the word. Under a general 
heading the fifty cases herein reported show that 
two general etiological factors come strongly to the 
front: first, acute infection of the intima following 
a localized infection distant from the vein or veins 
involved; and second, a degeneration, not infective 
in origin but rather the result of occupation, mal- 
formation, lack of structural support or deviation 
in line, with a final result showing some form of de- 


generation beginning in the intima and extending to 
the other coats of the vessel. This latter form may 
involve only the inner coat of the vein or, if of long 
standing, the other two coats may become partially 
or completely involved. The result of the observa- 
tion of these fifty compiled cases would lead us to 
believe that we can most readily classify our phle- 
bitis cases into the acute, subacute and chronic 
types. 

Forty of these cases showed that proper living, 
good wholesome food, care of the skin by regular 
bathing, and freedom from alcohol were things 
lacking. These forty cases were from the slums 
and the patients knew little of the happiness derived 
from right living. Thirty of these forty patients, 
or 75%, were alcoholics to a greater or less de- 


Fig. 2. Same as in Fig. 1. Note the freedom from prominent 
superficial veins. 
gree; twenty, or 66.6% of these thirty cases were 
regular topers, indulging principally in beer, gin, 
ale and whiskey, but seldom to the point of intoxi- 
cation. Of these thirty cases with alcoholic taint 
twenty-three, or 76.6%, were men, while the re- 
maining seven, or 23.4%, were women. All of the 
men belonged to the laboring class, most of them 
working out-of-doors as shovelers, teamsters, furni- 
ture-movers, bill distributors, etc. The remaining 
ten cases, non-alcoholic or abstainers in type, were 
made up of two female adults, three male adults, 
and five children under sixteen years of age. Of 
these children two were females, aged six and ten 
years, three males aged nine, twelve and sixteen 
years. Each one in this class of ten cases belonged 
to families of high social standing and living under 
exceptionally good hygienic conditions. So far as 
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diet is concerned, this group of ten cases of high 
social standing showed that high living, excluding 
alcohol, was a prominent feature. Sweets and 
pastry, highly seasoned roasts, gravies rich in fat 
and a flour paste mixture, luncheons at frequent 
intervals especially in the cases of the children, 
were admitted to be a part of the regular diet. Two 
of the males in this division admitted excess in 
sexual gratification although gonorrhea and syphilis 
was denied by them all. 

Tobacco was indulged in by twenty of the twenty- 
six males, a percentage of 76.9. Of these twenty 
males who used tobacco eleven both chewed and 
smoked (55%) while the remainder (45%) only 
smoked, using cigars and the pipe. 

The histories of these cases show that of the 
entire number the following was shown to be the 
daily working capacity of each individual. Of the 
adult males, twenty-seven in all, ten worked on a 
scale of eight hours per day, five averaged ten 
hours daily, and the remaining twelve worked on a 
variable scale as far as hours were concerned. Of 
the adult females, ten were housewives and worked 
from early morn until late at night, averaging pos- 
sibly sixteen hours per day. The remaining five 
were women of high social standing, not taking part 
in the housework to any extent, yet were up until 
very late at night. They would not arise early. in 
the morning, however, and obtained all of the sleep 
required, and at times were inclined to remain in 
bed too long. The eight remaining cases were chil- 
dren who obtained regular sleep and recreation. 
Thus it is shown that 20% of the patients worked 
on a scale of eight hours per day; 10% worked ten 
hours per day; 24% labored mentally or physically 
until their work was finished, some extending their 
labors into the late hours of night; 20% were 
housewives and worked early and late; 10% were 
women who favored themselves with a bountiful 

.amount of sleep although not at regular periods; 
16% were children and averaged well so far as 
sleep and rest were concerned. 

Upon inquiring into the past history of the vari- 
ous cases it was discovered that twenty, or 40%, 
had had typhoid fever. It was surprising to me 
that so large a percentage should have had this 
illness. That no error might have been made in- 
quiry, for confirmation, was made the second time 
with the same result. I saw three of these cases 
during the progress of the disease and all of the 
confirmatory tests were positive. Of these three 
typhoid cases one, a female, age thirty-seven years, 
developed a typical phlebitis. The remaining sev- 
enteen cases revealed the fact that during their 


sickness, seven of them had developed severe pain 
in the lower limbs, and the part became very tender, 
sensitive to touch or weight of bed clothing, and 
they told of having their limb elevated with the part 
wrapped in cotton or flannel and artificial heat ap- 
plied. These were undoubtedly phlebitides per 
sequelz to the typhoid. 

Thus it is seen that eight of the twenty typhoid 
cases had undoubtedly developed a phlebitis of the 
lower limbs, the femoral or saphenous veins being 
the seat of infection. In the one case which I ob- 
served during the activity of the causative factor 
the internal or long saphenous vein of the right limb 
was involved. Of the seven remaining cases, three 
stated that the right leg was the one affected, one 
stated that the left lower limb was involved and the 


Fig. 3. Marked varicosity of lower limb in woman of advanced 
years. Note the tortuous course of the venous channels. 


remaining three cases could not recall the precise 
location stating only that it was in one of the legs. 

By these figures it is seen that of the eight cases 
having typhoid fever as a causative factor, four 
(50%) had the veins of the lower right limb in- 
volved, one (12.5%) had the left lower extremity 
involved, the remaining number undetermined as 
to which limb suffered the sequela. Taking the 
cases as a whole eight (16%) showed that the 
bacillus typhosus was the organismal causative fac- 
tor. Osler states that three to four per cent. of 
typhoid cases develop phlebitis as a sequela. 

One of the patients in this series gave a history 
of having had pneumonia ten years previous. He 
stated that during the progress of the disease he 
developed great pain in the left leg. At this time he 
was told that he had inflammation of the veins in 
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the affected part. Thus pneumonia may be an etio- 
logical factor in phlebitis. It seems doubtful how- 
ever, that 2% of a larger series of pneumonia cases 
would show this sequela. 

Ten of the fifty cases in this series had a rheu- 
matic tendency shown either by actual joint involve- 
ment, follicular tonsilitis, pleurisy, or excess of uric 
acid in the urine. Of these ten cases four had had 
phlebitis of the lower extremity and one of the right 
arm and forearm. 

That uric acid excess and deposit had some influ- 
ence in bringing about this condition could not be 
questioned. Eight of the ten cases gave a history 
of having had fever during the rheumatic attack. 
The five phlebitis cases were in the list that ran a 
fever. Fifty per cent. of the rheumatic cases in this 
series showed phlebitis, while twenty per cent. of 
the whole series of cases showed rheumatism. 

It is interesting to note that eight of the ten 
rheumatic cases had fever and that all of the phlebi- 
tis cases were in this group. This might be cor- 
roborative evidence to bear out the infective origin 
of rheumatism, so putting it into the group of 
bacterial diseases. While this is far too small a 


number to pass accurate judgment upon, it would 
go to show what might be expected as an etiological 
factor in rheumatics. 


None of the cases in this series showed any 


signs of active tuberculosis. A few, the number 
being five, gave a sparse family taint. On the 
whole, however, this disease did not play an im- 
portant role in any way whatsoever. 

Scarlet fever contributed two of the cases in this 
series. One, twelve years of age, was convalescing 
very satisfactorily, having nearly completed desqua- 
mation, when he suddenly developed severe pain in 
the abdomen and the temperature rose to 103.5°. 
This abdominal pain was not localized at any time 
and was not accompanied by tympanites. The pre- 
dominating signs and symptoms were continuous 
pain, all over the abdomen, muscular rigidity pro- 
nounced, thighs continually flexed upon trunk, and 
continued high temperature. The first thought was 
that we had a case of fulminating appendicitis super- 
imposed by perforation and the consequent peri- 
tonitis and abscess formation. However, consulta- 
tion advised watching because the trouble was not 
localized, tympany was absent, the bowels moved 
regularly without assistance and the patient did not 
seem extremely sick. The differential diagnosis 
was most interesting and could be made only by 
very careful exclusion of other conditions. After 
much conservative thought the case was decided as 
one of phlebitis of the portal system of veins, prin- 


cipally the inferior mesenteric, gastric and splenic 
involving its many minute tributaries. I could find no 
report of this condition recorded, yet it was with- 
out doubt as diagnosed. The case was prolonged 
and the temperature remained elevated for ten days, 
but finally the patient made a happy and complete 
recovery. I feel sure that this case will appeal as 
most interesting to any who might study such a 
condition. The other case in which phlebitis com- 
plicating scarlet fever, developed it in the right fore- 
arm. The condition never became serious or sys- 
temic and the patient made a good recovery. 

Of all of the fifty cases twenty-three had had 
scarlet fever. This would give a percentage of 8.6 
of scarlet fever cases developing phlebitis. This 
would undoubtedly be high when considering phle- 


Fig. 4. Varicosity of the dorsum of the foot and internal lateral 
surface of the ankle. 
bitis as a result of scarlet fever alone. This series 
would allow that 4 per cent. of phlebitis cases were 
a result of scarlet fever. 

Septicemia and Pyemia were a predominating 
factor in this series of cases. Fifteen cases had at 
some time in life developed septic fingers, hands, 
forearms, mural abscesses, etc. Everyone of these 
fifteen cases showed marked venous involvement, 
and two showed at necropsy very markedly thick- 
ened venous walls, fibrin deposit upon the intima 
and, in one case, a suggestion of vegetations. Al- 
though these two cases are not criteria yet I can 
hardly do otherwise than believe that few cases of 
septicemia can exist without some phlebitis as an 
accessory accompaniment. Each one of these fif- 
teen cases showed marked venous engorgement 
about the area of involvement. I believe that the 
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phlebitis begins as an intrinsic factor before the 
intima becomes involved. In other words it ap- 
pears to be a local condition as a result of continuity 
rather than a metastatic one until in the later stages. 


This series gives septicemia as a cause in 30% 
of phlebitis cases. I believe that this percentage is 
none too high. In fact, wherever septicemia or 
pyemia result fatally I believe that venous involve- 
ment could be demonstrated in every case at 
necropsy where the condition had existed for more 
than three days. Osler mentions that arterio-sclero- 
sis is a most common terminal condition of septi- 
cemia. Is it easy to believe that channels running 
in such close approximity would escape the associa- 
tion of evils? Another argument in its favor is the 
very frequent cardiac involvement following sep- 
ticemia, demonstrated as pericarditis or endo- 
carditis. John W. H. Eyre himself brings forward 
the frequent occurrence of septicemia. Keen also 
describes phlebitis resulting from septicemia and 
terms this condition septic, non-pyogenic phlebitis. 

Thus it is seen that what the laity know as 
“blood poisoning,” is the cause of phlebitis in one 
form or another in nearly one-third of all the cases. 
In this series ten were male and five female. 

Malarial fever was found in one of the cases. 
It was the intermittent type and occurred in a 
male, age forty-five. This patient had the general 
cachectic appearance, and the parasite was demon- 
strated in the blood current. Occasionally he would 
develop a marked tenderness in the lower limbs or 
now and then in the forearm. At such time the 
part involved would be swollen, red and hot, pain 
being very much in evidence and continued in 
character. These attacks of extremity involvement 
would always accompany the activity of the disease 
and would subside with it. 

While I realize that a long series of malarial pati- 
ents might not show phlebitis as a complication, yet 
I feel it proper to include this case in the percentage 
etiological list. It gives malaria as a two per cent. 
cause. 

Syphilis played a somewhat important part in this 
series of cases. Ten of the patients had had this 
disease; seven had acquired it and three had in- 
herited it. Three of these cases showed acute 
symptoms in the form of redness, swelling, heat and 
pain in one of the lower limbs. The remaining 
seven cases showed themselves in the form of vari- 
cosity of the veins or phlebectasis. Three of these 
instances of varicosity occurred in the abdominal 
wall, the remaining four cases having the lower 
limbs involved. In some of the later cases the 
phlebectasis extended up to and upon the inner as- 


pect of the thigh. A peculiar fact exists in that 
everyone of the syphilitic cases showed signs of 
phlebitis in some form. 

I believe that this disease stands out as a much 
more important etiological factor than would at 
first be considered. Although in none of these 
luetic cases could the venous involvement be di- 
rectly attributed to the disease, no other cause could 
be found. It is fairly safe to assume that this 
trouble was the result of specific infection. 

Many conditions have been laid at the door of 
syphilis because of lack of proper backing in look- 
ing for some other etiological factor. It is felt, 
however, that if every syphilitic case could be taken 
to the post-mortem table, few would pass as not 
having venous involvement in some part of the 
system. 

Any number of cases might have venous involve- 
ment the result of an acute condition elsewhere, 
yet in each case I believe that syphilis would play 
its part in another area of the venous circulation. 
In the future of syphilis, its affection of the veins 
may be prevented, by the early use of salvarsan, 
from going further than superficial lesions. But 
only time, careful observation and the compilation 
of proper statistics will reveal the truth of this 
hypothesis. Be that as it may, syphilis has certainly 
stood out in the past as a most important factor 
with an end-result shown by its action on the venous 
circulatory channels. These series would go to 
show that twenty per cent. of all phlebitis cases 
could be traced directly or indirectly to specific 
origin. 

The puerperal state is another condition to be 
considered in looking for a causative factor in 
phlebitis. During pregnancy the ovarian and uter- 
ine veins become greatly distended and thus might 
be regarded as undergoing a physiological, tem- 
porary, hyperplastic phlebitis. As time goes on 
and delivery has taken place these veins are left 
filled with blood, the column being poorly supported 
both within and without. What a fruitful field for 


trouble, if the least bit aggravated! Such an ag- 


gravation does occur now and then resulting in a 
very grave condition. Following all deliveries there 
is a rise in temperature whether or not any degree 
of infection has taken place. Where this fever 
comes from is perplexing at times, After careful 
consideration we cannot but assume that absorption 
or auto-intoxication must play its part, when signs 
of infection are absent. 

Of the fifteen female adults in this series, three 
cases showed the following symptoms and signs 
always within forty-eight hours after delivery (the 
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time alone eliminating the probability of sepsis as 
the causative factor). Each one of these cases be- 
gan by complaining of acute, intermittent abdominal 
pain. Intestinal gas as a cause was eliminated. 
This painful condition would soon be supplemented 
by a more or less sudden rise in temperature to 
102° or 103°. The bowels would be slightly consti- 
pated and no other special signs or symptoms would 
develop. The patient would seem extremely sick, 
however, yet lactation had begun normally. 

One of these cases comes up very emphatically 
to my mind. This was the case of a woman who 
had moved to New England from Pennsylvania. 
At the time of transportation she was seven and one 
one-half months pregnant. Upon arriving at her 
new home she began to work with much vigor. 
Stretching, stooping, etc., soon told on her, and she 


Fig. 5. Varicosity of the leg showing cicatrix of previously 
ulcerated skin area. Note evidence of pending recurrence. 


was taken ill. Within a few days she delivered the 
premature child, a well-developed little girl. The 
child died within a short time. Within thirty-six 
hours the mother’s abdomen became distended, 
severe pain developing in the hypogastrium, the 
bowels were hard to move and there was frequent 
micturition. Consultation was held and the diag- 
nosis of phlebitis was made. The unfortunate 
patient died within the next sixteen hours. 

The remaining two cases in this class were re- 
corded as the previous case. One died, the other 
recovering after a very much lengthened con- 
valescence. The mortality of this class of cases in 
this series is 66.6%, a very high mortality, yet such 
as is generally conceded from the reports in our 
general literature. This series of cases would show 
that 6 per cent. of phlebitis cases were of the broad 


ligament type following parturition. It might be of 
importance to state that the case in which recovery 
followed developed after a self-instituted abortion. 

Mechanical, occupational and postural Phlebitis 
will conclude the etiological discussion in this paper. 
Keen has so well outlined the causative influence 
of these matters that but brief mention will be made 
of them. The form of phlebitis brought on by these 
influences is one not included in the infective class 
or as secondary to any particular disease. In other 
words, we have a condition commonly termed 
varicose veins. This is, however, a true phlebitis of 
a chronic type due to three factors: lack of proper 
column support through abscence of valves; a 
granular or fatty degeneration resulting from over- 
weight or overtaxing of the muscular system; con- 
tinued over-distension where valves are plentiful 
and fatty or granular changes in and about the 
vessel walls are absent, yet atrophy of the fibrous 
elastic tissue results. This in reality is an asthmatic 
condition of the venous channels. 

Eleven of these cases were seen, five in female 
adults and six in male adults. Of these eleven 
cases, seven had the condition very marked in the 
lower extremities, two had the veins of the abdo- 

a 8 


Fig. 6. The author’s improvised instrument for the internal 
stripping of veins. Referred to in descriptive section of article. 


men involved, the remaining two had the condition 
commonly known as varicocele. 

Of the seven leg cases, four were in females 
and three in males. Each one of the women had 
delivered. two or more children and could trace the 
beginning of the condition from this. The three 
males were robust, two being motormen on street 
car lines, while the other was a janitor and elevator 
man. The two abdominal wall cases were in 
females and laid their trouble at the door of 
pregnancy, one having delivered three children and 
the other six. Each had a very markedly relaxed 
abdominal wall and the veins could be very readily 
emptied by onward pressure or milking motion. 

The two varicocele cases had been troubled with 
the condition for years. One had been a profes- 
sional bicycle rider in earlier life, the other had 
had orchitis twice, with a long interval, following 
gonorrhea. 

It is seen that 22 per cent. of the phlebitis cases 
in this series come under this head. I believe that 
this percentage is none too high. This, though a 
chronic form, is none the less important. In fact 
from a social point of view these cases require quite 
as much attention as do the acute types. They are 
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troublesome and often limit a person to certain 
forms of activity and occupation. 

Below will be found a table compiling the etio- 
logical statistics in condensed form. 


ACUTE PHLEBITIS. 
Locality. 
Lower limbs 


Lower limb 
Lower limb, arm 
and forearm 


Etiology. 


Sex. Pctage. 
Tyhoid fever 5 male ie 


Age. 
9 to 43 yrs. 


3 female 
1 male 2 
3male 10 
2 female 


Pneumonia 


33 yrs. 
Rheumatism 


11 to 61 yrs. 


Tuberculosis 
Scarlet fever Portal vein, fore- 
arm 


10 to 12 yrs. 
Varied 


Septicemia 17 to 51 yrs. 

Lower limbs or 
forearm 

Lower limbs 


Malaria 
38 yrs. 

20 to 48 yrs. 
Broad ligament 22 to 35 yrs. 


CHRONIC PHLEBITIS. 


Lower limbs 19 to 39 yrs. 
Abdominal wall 
Spermatic cord 


HABITS AND SURROUNDINGS. 
23 to 68 yrs. 


19 to 57 yrs. 


Syphilis 


Parturition 3females 6 


6male 22 


Mechanical, 
5 female 


ccupational, 
Postural. 


23 males 60 

7 females 
20 males 40 
27 males 84 
15 females 


Alcoholic 


Tobacco 
Adults 


Children 


Improper Hygienic 
urroundings. 

Proper Hygienic 
Surroundings. 


11 females 
2 males 


Variable 8 females 20 


PATHOLOGY. 

In dealing with this phase of phlebitis we must 
consider the condition in its varied stages and in- 
clude briefly the pathological standing of the sur- 
rounding structures. It also becomes necessary to 
consider each coat of the vein and cover the varia- 
tion in the changes therein. 

With any of the acute phlebitis cases we are 
necessarily dealing with structures within which the 
changes have come about more or less rapidly. 
There are redness, swelling, heat and pain. Taking 
each one of these signs individually, they can be 
summed up pathologically as follows. 

Redness. This objective sign carries with it the 
pathological circumstance of an increased blood 
supply as the veins are found greatly distended and 
over-supplied with blood. Each coat of the vein 
has been overtaxed and tired out. No longer can we 
consider the condition otherwise than a passive one 
as far as this distention is concerned. 

The internal coating or lining of endothelium 
resting upon its base of thin connective tissue has 
become pressed out so as to be more transparent. 
The middle or muscular coat has undergone a 
true atrophy and the unstriped muscle fibers are 
found to be thin and, at times, here and there, they 
are wanting. The external or areolar structure of 
the veins is soggy and saturated with serum con- 
taining many polynuclear leucocytes and red blood 
cells. 

Swelling. This pathological feature is due to 
two factors, namely, the stagnation of the blood 


current and the infiltration of the cellular and 
fibrous elements. The structures are soft, they yield 
readily beneath the knife blade, and leave a wet 
surface upon the cutting instrument; blood serum, 
abundant red blood cells, and polynuclear leucocytes 
are present ; the whole structure resembles a spongy 
mass; the vein bends easily and will not return 
readily to its former pose; the structures 
through which the vessel runs become doughy 
and soggy; free fluid can be milked from this 
tissue in a greater or less amount depending upon 
the length of time the disease has been present. 
Often small thrombi are found within the lumen of 
the vein and occasionally we find a complete occlu- 
sion of the vessel by a semi or fully organized 
blood clot. The lethargic circulation allows such 


Fig. 7. Varicosity of the abdominal wall. The umbilicus forms 
the radial point. ‘The prominence of the abdomen due to ascites. 
complete osmosis of the serum that the surround- 
ing structures become twice their normal size and 
the extra room for this fluid must necessitate great 
swelling. The skin over this area can be readily 
pitted upon pressure. 

Heat. The elevated temperature varies very 
much and in the majority of cases is local. This is 
not true, however, in those instances where a specific 
organism has caused the trouble or in the post- 
partum phlebitis of the broad ligament. Where the 
rise in temperature is not general the altered cir- 
culation probably accounts fairly well for the in- 
crease in heat. Thermogenesis and thermolysis be- 
ing unequal or the relation between the two being 
materially disturbed causes a runaway condition. 
Here the sympathetic control over the local thermic 
condition goes hand in hand with the vasomotor in- 


i 
2 male 4 
10 male 30 
5 female 
1 male 2 
6male 20 
4 females 
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nervation. When the hand is placed over the skin 
surface covering the area the intense heat can be 
readily felt as compared with skin areas elsewhere. 
Thus we expect a local rise in temperature in those 
cases not due to a specific organism. 

However, where a known organism is present 
and has brought about the trouble there is no rea- 
son not to believe that the general system has be- 
come tainted. Here we find the higher thermic 
center affected and the resulting general systemic 
reaction resulting in an elevation of the temperature. 

In this class of cases the temperature line will 
be found more or less irregular with the regular 
morning remission and evening rise. Of course the 
degree of rise and fall must vary with the extent of 
involvement, the time the disease has been running 
and the virulence of the organism. The post- 
partum broad ligament involvement will generally 
run a very high fever with but slight morning re- 
mission. 

The chronic phlebitis cases run no fever unless 
superficial ulceration has developed and infection 
has taken place. In fact many times these cases 
will, by tactile sense, show the involved area to 
be cooler than other parts of the body. 

Pain. All acute phlebitis cases have consider- 
able pain. This pain is generally continuous, throb- 
bing in character, and very distressing. A peculiar 
fact is that often morphine and other narcotics 
seem to have but little effect. Many theories have 
been advanced concerning the pathology of this 
pain. None of them seems to be satisfactory in every 
instance. On the contrary, because of the numer- 
ous theories now existing, it would seem that we 
are still unsettled. I firmly believe that the severe 
pain exhibited in these cases must have its direct 
origin in the very fine superficial and deeper nerve 
endings. Such a conclusion is drawn from the 
fact that the pain is invariably continuous and many 
times throbbing in character. If the larger nerve 
trunks were involved, the pain would be more in- 
termittent and throbbing would not be present. 
Again this pain will often increase very gradually 
in intensity reaching what might be termed a, high 
tide of endurance. The area over which the pain 
extends may also increase from day to day and 


any superficial pressure has a marked tendency to - 


temporarily aggravate the condition so far as the 
direct pain is concerned. 

Admitting these facts as we must, because we find 
them constant, it seems proper to assume that the 
increase of blood supply to the part, distending the 
veins to their limit, the osmosis and diffusion result- 
ing in induration not only of the venous walls but 


also of the surrounding soft structures, must of 
necessity stretch and tear the minute nerve endings. 
This mutilation of these minute nerve filaments, 
being constant, results in the severe pain. It is 
just such a condition as we find in the man who 
has over-exerted his muscular system and by so 
doing gets very sore and lame. Each move elicits 
severe pain and he is aware of its presence for 
some time or until these nerve endings again heal. 
Authorities agree upon the pathology of pain from 
this source and it seems very reasonable to com- 
pare the two favorably upon the same plane. Tak- 
ing this hypothesis as reasonable we must draw 
the conclusion that such pain can come from this 
condition, and from a negative or exclusion point 
of view it would stand the test. 


(To be continued.) 


EPILEPSY SURGICALLY CONSIDERED. 
A PRELIMINARY CLINICAL REPORT. 
Louis Frank, M.D., 

Professor Abdominal and Pelvic Surgery in the University 


of Louisville, Medical Department; Surgeon to the 
Louisville City Hospital, Etc. 


LovulISsvILLE, Ky. 


Two varieties of epilepsy are clinically recog- 
nized, viz., (1) the so-called idiopathic, essential or 
genuine; and (2) the secondary, Jacksonian or 
traumatic. 

It was formerly believed by certain observers 
that in the first variety there exists no external 
cause, that the disease begins in the ganglionic cells, 
and that the convulsions are symptomatic of the 
cerebral cell changes. Later researches, however, 
especially the results obtained from surgical inter- 
vention in epilepsy, have caused a decided modifica- 
tion of former conceptions, and at present (prob- 
ably more among surgeons than neurologists) the 
cell change or ganglionic cell degeneration is inter- 
preted as the effect rather than a cause of the dis- 
ease. For several years Kocher and Freidrichs 
have attributed the sequential spasms to increased 
intra-cranial blood pressure, and have regarded the 


‘ cell changes as end results. 


The favorable outcome accruing from radical 
surgery in the treatment of epilepsy has induced the 
belief that all cases originate from traumatism or 
disease of early childhood; bacterial or toxic stimu- 
lation in the latter producing such changes in the 
cerebral cortex as to cause periodic discharges of 
energy from these cells. Opposed to this view, 
however, is the difference in the inception and 
character of the convulsions in so-called idiopathic 
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and the Jacksonian type of epilepsy. In the latter 
there is usually a definite aura; whereas, almost 
invariably in the former a sharp cry precedes the 
convulsion. 

In essential or general epilepsy the muscular con- 
tractions are at first tonic but later become clonic, 
the entire body being involved; whereas, in the 
traumatic or Jacksonian type only a portion of the 
body participates. Based upon these obvious clini- 


cal facts some observers (particularly neurologists) 


have designated as “epileptoid” all types not truly 
essential in character, i. ¢., the cases in which pos- 
sible causative factors, such as trauma, encephalitis, 
etc., can be demonstrated, are not recognized as 
true epilepsy. 

Since operative surgery has resulted in the dis- 
covery of causative cerebral lesions in such a large 
percentage of cases, and since pathologists have 
demonstrated the almost constant presence of de- 
generative changes in the giant pyramidal cells of 
Betz (found only in the precentral convolution), 
even where a deeper growth or other gross lesion 
may have constituted the primary causative factor, 
the hypothesis has been markedly emphasized that 
even so-called idiopathic epilepsy is dependent upon 
traumatic or other recognizable (although possibly 
undiscoverable) causes. 

In the surgical treatment of epilepsy, while neither 
the Kocher valve operation nor the excision method 
originally suggested by Horsley offers a large per- 
centage of complete cures, if a limited number of 
these unfortunate patients can be permanently re- 
lieved and others distinctly benefited by the invo- 
cation of surgery, are we not amply justified in 
giving them the opportunity of possible benefit? 
And, granting this premise, is it unreasonable to 
hope the opportunity thus afforded for study of the 
brain on the operating table may reveal pathology 
which is not terminal, and open avenues of in- 
creased promise of relief to individuals hitherto 
utterly and hopelessly condemned as beyond assist- 
ance? As a rule the epileptic ends his days most 
miserably, his life is a distress and a reproach, and 
not infrequently existence is terminated by suicide, 
when, except for this affliction, the individual might 
be a useful member of society. 

While in epilepsy of the Jacksonian type complete 
and permanent relief by surgical intervention can- 
not be promised in any individual case, the outlook 
tor betterment is so much more favorable than in 
the essential variety that the surgeon is justified 
in advising his patient to submit to operation. This 
type of epilepsy can usually be recognized by the 
aura which always precedes the convulsion, and by 


the regular manner or progressive sequence in 
which muscle group involvement occurs. These 
phenomena, however, must not be confused with 
the status hemi-epilepticus which sometimes accom- 
panies idiopathic epilepsy. The seizure always be- 
gins in the same muscle group, progressing to other 
centers on that side, then crosses and involves the 
opposite side in regular sequence. 

If one exclude the cases presumably owing their 
origin to so-called reflex causes, such as adherent 
prepuce, eye strain, etc., it will be found that in 
all others there exist definite changes in the 
cerebral cells. These changes may only be demon- 
strable microscopically in the giant cells of Betz, 
or there may be merely cell degeneration due to 
toxicity, as from alcohol, lead poisoning, etc. The 
anamnesis may have to be extended backward to 
the date of birth; trauma from delivery forceps 
may have eventuated in fracture or intra-cranial 
hemorrhage; later cerebral injury may have been 
inflicted by a blow, a stone, or a fall. Operation 
may reveal adhesions between the dura and an old 
fracture line, or exostoses may be found present; 
there may be scar tissue within the dura, or if sub- 
dural hemorrhage occurred a cyst may be found. 
Again, there may be a history of encephalitis, or of 
cerebral symptoms following some of the infec- 
tious diseases. The presence in the calvarium of 
neoplasms, abscesses, or hydrocephalus, may cause 
epilepsy of the Jacksonian or even the essential 
type, from pressure because of lessened intra- 
cranial capacity. Therefore, all cases must be care- 
fully studied as to type, and more particularly as 
to cause. 

As already intimated, in the Jacksonian variety 
of epilepsy, surgery offers the patient some hope 
of relief, and as in other surgical affections the 
earlier the operation is undertaken the greater the 
possibility of lasting benefit; and, with the dis- 
covery of removable tumors, cysts, scars, etc., this 
is especially true, even although the presence of 
such lesions may have been unsuspected prior to 
operation. It must be borne in mind, however, that 
the discovery and surgical removal of a definite 
lesion does not always foreshadow complete cure 
nor even permanent improvement. Therefore, I 
do not wish to be understood as expressing the 
opinion that in all cases epilepsy can be cured by 
surgical intervention, nor that every patient so 
afflicted should be subjected to operation; but I 
would urge the most careful clinical investigation 
and study of every case, and if there exist no dis- 
tinct contraindication to operation, that the patient 
be given the opportunity which affords a definite 
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probability of benefit with the possibility of com- 
plete and permanent cure. 

In all instances where the causative factor is one 
of those mentioned in the foregoing paragraph, 
early operative intervention is distinctly advisable. 
As in other surgical diseases, delay means further 
involvement, with extension of cell degeneration, 
increased physical and mental impairment, and les- 
sened possibilities of permanent benefit from any 
method of treatment. 

My preference in the surgical treatment of epi- 
lepsy is the plan suggested by Horsley, viz., excis- 
ion of the so-called epileptic area in the cerebral 
cortex. Based upon his experience and results in 
Jacksonian epilepsy Krause insists that, even 
though there be no history of trauma and no gross 
lesion noted in the brain, nevertheless the area in 
the precentral convolution in which the attacks 
begin should always be excised. In connection 
with the performance of this operation, however, 
a few notes of warning should be mentioned. It 
is of the utmost importance that asepsis be irre- 
proachable, as the slightest infection may result 
most disastrously. Haste has no place in cere- 
bral surgery, and too much should not be attempted 
at one sitting. It is advisable, therefore, to per- 
form the operation in two stages, i. e., merely lifting 
the bone flap at the first séance, and postponing 
dural incision with isolation and excision of the 
offending area for eight to ten days. Nothing can 
be lost by pursuing this plan, and the life of the 
patient may be gained. 

In searching for the area epilepticus, it is best to 
use stimulation by unipolar faradization, placing a 
large pad as one pole over the abdomen or chest. 
The battery and electrodes which I employ for this 
purpose were made by Meyer, of Chicago, Illinois. 
The battery is so regulated that a very weak cur- 
rent may be produced. For stimulating the centers 
only the weakest current is permissible. It is best 
tested by the tongue, and the electrode should 
merely impart the faintest saline taste. After being 
tested, the electrode is exchanged for one exactly 
similar in size and shape which has been asepti- 
cized. Stimulation must not b: too prolonged mot 
too often repeated, otherwise the centers may be 
exhausted or the stimulation may produce a status 
epilepticus possibly resulting in death of the patient 
upon the table. 

The administration of bromides or other seda- 
tives, continued for a variable length of time after 
operation, is necessary to insure the best results. In 
the majority of cases tonics will also be required. 
In but few instances do the attacks cease at once, 


as the surgical procedure does not “act like magic.” 
Usually the convulsions gradually subside, and post- 
operative attention therefore becomes necessary. 

I wish to also sound a note of caution as to what 
may be reasonably considered as a cure. Certainly 
six months or a year without an _ attack 
cannot be regarded as a permanent cure of 
epilepsy. To say that a patient is entirely 
well, in my opinion at least five years must have 
elapsed without a seizure. This is a feature which 
should not be overlooked, as not infrequently epi- 
lepsy remains quiescent, or at least the patient may 
enjoy freedom from convulsions, for a variable 
length of time, it may be weeks, months, even a 
year or more. 

With the foregoing explanatory remarks, my 
views concerning the surgical treatment of epilepsy 
should not be misunderstood; and to further illus- 
trate some of the points outlined the subjoined case 
is reported. When first observed the patient was 
an object of commiseration, being the most abject 
looking individual I have encountered for a long 
time. His expression was idiotic, and his intellect 
was so impaired that he could hardly answer the 
simplest questions. It was believed at the time that 
possibly his condition might be partially due to the 
enormous quantities of iodides and bromides he had 
been receiving, and notwithstanding which he had 
been having several epileptic convulsions daily. He 
was sent to the hospital and operated upon accord- 
ing to the method to be described. The history is 
as follows: 

Date of observation, October 19, 1912; patient 
referred by Dr. Frank Simpson. A. S., male, aged 
fifteen years; occupation (until May, 1912), packer 
for a large paper company. 

Family history, so far as patient knows, negative 
for epilepsy. Father died of heart disease; mother 
living, apparently in good health, but has frequent 
severe headaches persisting one to three days. Two 
brothers and two sisters (twins) living and well, 
patient being oldest child in the family. 


Personal history: Had diphtheria when quite 
young ; otherwise, the mother says he was perfectly 
well until the age of eleven years. In 1908 (when 
eleven years old) patient fell from a swing and 
struck his head, he says “behind and below the 
crown.” A small scar is noted on right side of head 
one and a half inches behind a line connecting the 
ears and two inches from the longitudinal fissure ; an- 
other two-inch scar on a line with the first, but one 
inch in front of line connecting ears. Patient was 
strong and well prior to the fall mentioned,: but 
claims he “has had frequent severe headaches as 
far back as he can remember,” the duration being 
one to two and a half days. He thinks he had the 
first convulsion with loss of consciousness about a 
week after falling from the swing. Several slight 
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epileptic attacks occurred in 1910, which he says 
were preceded by “a feeling of dizziness or swim- 
ming in his head.” Even after severe seizures 
supervened there were no distinct prodromal symp- 
toms until December, 1911. Since then he says the 
attacks begin by his “seeing people or animals— 
tigers, elephants, lions, foxes—coming after him to 
catch him and rut him.” Just as he is caught by one 
of the animals (the lion most frequently) every- 
thing becomes blank. He does not know when nor 
where the convulsive movements begin, but has been 
told the movements are first noted in the left arm. 
Following an attack he is drowsy and weak for five 
to ten minutes, but after walking around a little 
that he feels better. He says he has never bitten 
his tongue nor given a “cry” at the beginning of 
a seizure, nor was either noted while he was in the 
hospital. There is no especial weakness in any limb 
following a convulsion—all being extremely weak. 

During the first year (his 11th year) three to 
four seizures occurred daily, and during his 12th 
year about the same conditions prevailed. From 
the age of 13% years to the present time he has 
had two or three attacks per day three or four 
days each week. He says the seizures appear less 
severe than previously, and he feels less exhausted 
thereafter; duration of each attack one to three 
minutes. Although his appetite has been fairly 
good, since May, 1912, he has lost 22 pounds in 
weight. The bowel function is regular, and urina- 
tion normal, 4. e., five or six times in twenty-four 
hours. Pressure at junction of the parietal and 
occipital bones causes slight pain above both eyes. 

October 20th, 1912: Slight epileptic attack; un- 
consciousness; clonic convulsions involving muscles 
left side of face and left arm; mouth drawn to left 
more than the right; attack not seen by nurse. The 
mother says she has never witnessed the beginning 
of a severe convulsion, that in slight attacks “the 
left side seems to draw up, the body being bent over 
to left side,” but the duration is so brief that she 
has never noticed particulars. Patient has been 
taking bromides three years without improvement. 
Urinalysis shows urine normal, and blood examina- 
tion reveals nothing abnormal. 

Operation, October 28th, 1912. Osteoplastic flap 
as preliminary stage of excision operation. On 
right side of skull over motor area there was made 
an osteoplastic flap, six openings bounding a quad- 
rilateral area being drilled with Hudson’s- instru- 
ment. The two openings at summit of flap were 
connected with Gigli saw, the lateral openings by 
means of Dalgren’s forceps, and the base of the 
flap then fractured. The dura pulsated and seemed 
to be under increased tension. The osteoplastic 
flap was replaced, and the skin incision sutured with 
No. 1 plain and chromic catgut. 

On November 18th the second operation was un- 
dertaken, consisting in excising the motor area of 
left arm in which the spasms invariably began. The 
osteoplastic flap was quickly elevated, the dura in- 
cised along each side and at the base of the cranial 
opering, and the dural flap turned upward. Con- 
dition found: Edema of arachnoid (moderate). 
The veins appeared larger than normal, and along 


their course white bands of fibrous tissue were 
noted. The capillaries were especially prominent. 
Punctures were made in the arachnoid, and a con- 
siderable quantity of fluid was evacuated. Mild 
faradic stimulation of precentral convolution was 
then practiced, the focal areas of shoulder, arm, 
fingers, extension of hand, leg and foot, and part of 
face centers, being definitely located. The motor 
area of the arm center was excised 6 m.m. deep. 
The dura was then sutured and the flap replaced. 
The skin wound was closed with catgut and a dry 
dressing applied. Hemorrhage from the scalp in- 
cision was effectually controlled by an encircling 
buttonhole or lock-stitch, similar to Heidenhain’s 
hemostatic stitch which is sometimes employed for 
this purpose. The surgical steps were executed un- 
der light chloroform anesthesia. 

On November 22nd there was slight paresis of 
the extensors of the left hand, and typical wrist- 
drop on left side; flexion of fingers about normal, 
that of arm weak. From this time the return of 
function in the left arm and hand, which had been 
almost lost following the operation, was exceedingly 
rapid. For several days after excision of the brain 
substance there was no recurrence of the. epileptic 
seizures, but ten days later they reappeared not- 
withstanding the administration of bromides was 
commenced five or six days after the operation. The 
latter part of January, or two months subsequent 
to operation, the administration of ergot and digi- 
talis was begun, and in February the patient had his 
last convulsion. All medication was discontinued 
the last of April, and to date (November 20, 1913), 
he has had no further convulsions. 


The foregoing case is not reported as a perma-~ 


nent cure, since it is well recognized that even with-- 


out treatment an epileptic may enjoy freedom from 
attacks for six months or a year, and then have a 
recrudescence. However, it is believed that the his~ 
tory of the patient and details of the operative steps 
undertaken for his relief possess sufficient interest. 
to warrant this preliminary report. 

The difference in the physical appearance of the- 
patient since the operation is most marked. When 
admitted to the hospital in October, 1912, he 
weighed only 86 pounds, whereas his present weight 
is 135 pounds. The greatest improvement, however, 
has been in his mental condition. When first ob- 
served he was a drooling, bromide-saturated, unin-. 
telligent looking boy who could not even answer 
questions ; he was completely incapacitated and un- 
able to take care of himself. Today he is a happy, 
rosy-cheeked, handsome lad, with a bright expres- 
sion, intelligent and prompt in replying to ques- 
tions, doing a man’s work every day, not only earn- 
ing his own livelihood but assisting his family. 

In conclusion: I cannot refrain from expressing 
my firm conviction that the wonderful improvement 
which has been effected in the mental and physicak 
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condition of the patient is principally attributable 
to the rational application of modern surgical 
methods, and it is to be hoped that the benefit 
already derived may not only continue but prove 
to be permanent. 

If such brilliant results can be obtained in only 
one out of five or even ten cases of this character, 
certainly greater benefit will have accrued from 
surgery than we could hope to secure by the admin- 
istration of drugs; and are we not, therefore, justi- 
fied in recommending that these unfortunate patients 
grasp the opportunity of relief which is afforded 
by surgical intervention? If a few patients can be 
permanently cured by operation, and the condition 
of a larger number improved, who will deny them 
the beneficence of surgery? 


A NOTE ON THE MANAGEMENT OF 
BURNS.* 
Joun C, Prarn, M.D., 
RANSOMVILLE, N. Y. 


There are four things to take into consideration 
in treating burns, any one or all of which come up 
in a given case: 

First—To combat the shock, if it exists. 

Second—To relieve the pain and nervous excita- 
bility. 

Third—To prevent infection and protect the ex- 
posed living tissue. 

Fourth—To help Nature in her work of repair. 

(1) Shock, which often occurs as a result of 
severe burns, is treated on general principles too 
well known to be discussed in this paper. It has 
been said that “shock is shock,” meaning that, re- 
gardless of its cause, shock must be treated in the 
same manner under all conditions. 

(2) To relieve pain and nervous excitability I 
think it best to give a hypodermatic injection of 
morphine and atropine. The size of dose varies 
according to the age of the patient and the severity 
of the case. Then immerse the burned area, if it 
be an extremity, in cold water to which has been 
added either a teaspoonful of bicarbonate. of soda 
or common salt to a quart of water. A temperature 
of about 50° or 60° F. is preferable. If the burned 
area, on account of its location, cannot be im- 
mersed in water, it may be covered with a light, 
smooth cloth which has been dipped in the solution ; 
then by gently and continuously applying the solu- 
tion to this cloth the same result will be obtained. 
This water-bath may be continued for some time, 
or until the systemic effect of the morphine is mani- 


*Read at the 22nd Annual Meeting of the New York and New 
England Association of Railway Surgeons. 


fested. In institutions where trained assistants are 
always at hand the whole bath may be used and 
continued for days, if a large area of the surface 
of the body is burned. 


(3 and 4) Protection of the tissues and preven- 
tion of infection demand our greatest efforts and 
must be kept in mind from the first. Nature puts 
forth her greatest efforts, and the system will ex- 
haust its entire resources to accomplish this end; 
but Nature cannot prevent the invasion of pus-pro- 
ducing microdrganisms. The surgeon may. 

I wish to condemn two things often done that 
are sanctioned by most of our text books. First, 
the puncturing of blisters immediately after a burn; 
and, second, the use of carron oil and other reme- 
dies of this kind as a protecting dressing. A blister 
is a non-irritating protection to the delicate under- 
lying tissues, and we can furnish none better. I 
have never known the raised epidermis to reunite 
with its base after the blister was punctured. In 
most cases it acts as an irritant, and for several days 
following it causes serum to be poured out under 
the dressings, to soil them and furnish a good cul- 
ture for any possible pus-producing germ that may 
be waiting for a chance to assert itself. Within a 
few days the epithelial cells in the deep glands of 
the skin will have accomplished their work of re- 
pair if properly protected by the blister. If any 
blisters are accidentally burst, with the epidermis 
rolled up or displaced to any extent, it is better to 
remove such epidermis at once. 

I consider the following line of treatment the 
best for preventing infection and protecting the tis- 
sues. After the patient is fairly comfortable the 
bath may be discontinued and the burned area with 
the surrounding surface sprayed or mopped with 
hydrogen peroxide. The entire surface should then 
be mopped with dry gauze. Then apply strips of 
gauze which have been previously soaked in a 2 per 
cent. solution of picric acid in dilute alcohol. Over 
this apply a thin layer of cotton and hold in place 
with adhesive strips or a roller bandage. This 
dressing may remain until it is soiled, at which time 
remove all soiled or wet dressings, clean with 
hydrogen peroxide, mop dry, and re-apply fresh 
gauze soaked in the picric acid solution. About the 
third day open all blisters and mop away the fluid 
contents, applying a fresh dressing as before. 

I think that this is the best treatment for all 
burns whose severity is not great enough to cause 
sloughing. If sloughing does occur as a result of 
charred tissue, or later as a result of infection, the 
dead tissue should be removed as rapidly as it be- 
comes loosened. Then the underlying exposed sur- 


al 


AMERICAN 
118 JournaL oF SurGery. 


WEAVER—CARE OF THE INJURED. 


Marcu, 1914, 


face is cleaned with hydrogen peroxide, dried, and 
mopped with the picric acid solution. Over this put 
strips of rubber tissue that have been kept in a 
bichloride of mercury solution, 1 to 1000. Then 
apply the picric acid compresses and cotton as be- 
fore. The astringent action of the picric acid limits 
the exudation of serum by constricting the congest- 
ed superficial capillaries, and does not interfere with 
the development of the new epithelium. Its anti- 
septic action prevents infection, and I have never 
seen any systemic toxic effect. The rubber strips 
furnish a non-irritating covering for the denuded 
surface, and do not disturb the granulations when 
they are removed. If the rubber tissue is applied 
in narrow strips and the edges permitted to overlap, 
the dressing will more perfectly congeal to the 
irregular surface. This dressing should be changed 
as often as is necessary to keep the surface clean 
and free from pus. 

The treatment above outlined, allowing for modi- 
fications in each individual case, is one which I con- 
sider most nearly ideal with every degree of this 
most common accident, from a slight scald to that 
produced by the most terrific gas explosion. 


Tue Eriotocy or DuopENAL ULCER. 

I have long held the view that the diseases of 
the stomach, duodenum and gall-bladder, with which 
the surgeon deals, are not primary but secondary. 
They are the result, in my opinion, of an infec- 
tion or of a toxemia which has its origin for the 
most part in some abdominal organ. The experi- 
mental work of Turck, of Wilkie and others, 
strongly supports this view, as does also the knowl- 
edge we have of the development of acute ulcera- 
tion of the duodenum in cases of burns, uremia, 
pemphigus, erysipelas, operations upon the genito- 
urinary organs, and many other intensely infective 
conditions. The evidence has seemed to me to be 
strongly in favor of supposing that the source of 
infection in many of the cases of chronic ulcer is 
in the appendix; in some it is in the small intes- 
tine, in some in the large, in some in the pelvic or- 
gans of the female, in some in parts outside the 
abdomen. A routine examination of the abdomen 
should follow the direct dealing with the stomach 
in all cases of duodenal ulcer, if the patient’s con- 
dition permits this to be done with safety. It is 
remarkable with what frequency one then discov- 
ers a serious lesion in the appendix. I therefore 
make it a practice, with few exceptions, to examine 
and remove the appendix in all cases of gastric and 
duodenal ulcer and of gallstones—B. G. A. 
MoyntHavn, in the Lancet. 


THE MANAGEMENT AND CARE OF THE 
INJURED IN LARGE WRECKS.* 


F. B. Weaver, M.D., 
Hype ParKx-on-Hupson, N. Y. 


The first thought of the railroad surgeon is to 
reach the scene of the accident as quickly as possi- 
ble. After the arrival, make general inspection of 
all the injured passengers and in a general way you 
may determine the number of passengers injured 
and the extent of the injuries. Temporary quarters 
must be provided where the more seriously injured 
may be taken and cared for. 

Usually this is accomplished by turning into use 
one of the least damaged passenger cars—a sleeping 
car being preferred, as the berths may be used for 
cots—and if this car is not damaged it may be taken 
to its destination without the unnecessary handling 


of the injured, the one thing which is always to be 


avoided. 

In the meantime a relief train has been ordered 
out with supplies, surgeons and nurses. Until this 
relief train arrives the company surgeon is caring 
for the most severely injured, with the help of the 
passengers and the trainmen who have not been 
injured. On the arrival of the relief train it has 
been my custom to direct the work of the assisting 
surgeons and so systematize the work that there 
may be no duplication of medication or unnecessary 
examination and handling of patients. Frequent 
transfers of patients from one car to another should 
be avoided, and when moved they should be placed 
in a car suitable for taking them to their destination, 
the company surgeon of the territory and nurses 
accompanying them, and when possible making sub- 
sequent visits. 

After the relief trains arrive, and the assistant 
surgeons are at work, the name, home address, the 
destination address, number of days to remain 
there, and the extent of injury, if any, of each pas- 
senger should be taken. This list when completed 
should reach the railroad officials as quickly as 
possible. 

In cases where the passengers are willing and the 
injuries will permit, the passengers should be al- 
lowed to proceed to ticket destination, and in many 
instances they can, from their hotel or hospital, 
keep their business engagements. In case of wreck 
of a local train I would advise those injured to be 
taken to the hospital, for they would be able to 
receive better treatment there than in their several 
homes. 


*Read at the 22nd Annual Meeting of the New York and New 
England Association of Railway Surgeons. 
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The welfare in general of all passengers should 
be cared for, the uninjured as well as the injured. 
In cases of delay in leaving the scene of wreck, 
some provision should be made for meals and shel- 
ter when necessary. 


The following is the report of a wreck occurring 
at Rhinecliff, October 17, 1909, about 4 A. M. It 
was a cold, cloudy morning, with heavy fog, and 
very damp. The wreck occurred very near the 
station, but, being early in the fall, the fires had not 
been started as yet, and the station was cold and 
damp. It was just the beginning of break of day. 
There was a pitiful sight. One passenger was 
killed. A Mrs. C. M., of Albany, painfully injured, 
was just recovering from a long illness of nervous 
prostration. She decided she would rather return 
to her home in Albany, and on the first train north 
1 sent her there in care of one of my assistants. 
Mrs. T. and her five children were not seriously in- 
jured, but she was just out of a sick bed, follow- 
ing a miscarriage. The shock and excitement of 
the accident brought on secondary hemorrhage. 
You can imagine the difficulty of giving her proper 
care under the circumstances, but fortunately there 
was a private car on the train and the owner very 
willingly allowed one section of it for her comfort, 
where she was made very comfortable and given 
good care. 

Now, while the injured were being cared for, 
those who were not injured and those only slightly 
injured became very uneasy, and some very dis- 
agreeable things were said of the railroad company, 
etc. There was a hotel about five hundred feet 
from the scene of the wreck, and as soon as possi- 
ble I had all who could be moved taken there, fires 
started, and plenty of hot coffee, tea, milk, etc., 
made ready; also sandwiches, eggs, etc., and all 
had what they wished. In an hour’s time you would 
not have thought they were the same people. Their 
feelings had entirely changed. When the relief 
train was ready all were willing to go through to 
New York, and had a more kindly attitude toward 
the railroad company. I went to New York with 
the train, and with Mrs. T. and her five children to 
Brooklyn, where I remained until their family 
physician arrived. She made a rapid recovery. 

March 13, 1912, was the date of the Twentieth 
Century wreck near Hyde Park. Fifty-seven pas- 
sengers were on the train, and all were more or 
less injured, none seriously. The ones most hurt 
were placed in a sleeping car and the injuries 
dressed until the relief train arrived, where the 
work was finished. They were all New York pas- 
sengers and anxious to arrive there. 


After dressings were finished these cases were 
transferred to a Pullman train with dining car and 
taken to New York, not using the local hospitals. 
On arriving in New York they were taken in taxis 
and private ambulances to their homes, hospitals 
and hotels, having telegraphed ahead from relief 
train for necessary cabs, etc., to meet train on 
arrival, 


MILITARY SURGERY. 
Gustavus M. BLEcH, 
CHICAGO. 


(Continued from the February issue.) 
GUNSHOT WOUNDS OF THE CHEST. 

Such patients who do not recover within a reas- 
onable time (say about two weeks) at the field 
hospital are likely to remain sick for a prolonged 
period and may even remain crippled for life. 

All such patients are of course sent either to the 
evacuation hospital or the base hospital where their 
conditions are treated practically the same as they 
would be in a civilian hospital. 

A discussion of the therapeutic measures to be 
undertaken there for the relief of chronic empyema, 
pericarditis, mediastinal abscess, osteomyelitis of 
sternum or ribs, etc., is therefore, beyond the scope 
of this serial. 

The difficulty of making a prognosis in cases of 
chest wounds is recognized by civil surgeons. But 
surprises await the military surgeon, especially in 
the first few weeks. 

The following case is instructive in that respect: 
A Russian soldier, aged 30, was hit in the right 
chest at midnight, February 20, 1905. He remained 
on the field unconscious until 6 A. M. A first-aid 
dressing was then applied. 

He reached the German Red Cross Hospital 
February 28. Anteriorly somewhat below the sec- 
ond right rib a wound not larger than a pea, al- 
legedly the wound of exit. On the back cor- 
responding to the seventh rib, six fingers breadth 
from the lamina a somewhat larger wound of en- 
trance. Dulness with absence of respiratory sounds 
below angle of scapula. Region of. liver strikingly 
painful, liver dulness normal. A swelling sensitive 
to pressure above umbilicus. Fracture of ribs at 
the wound of entrance with displacement of frag- 
ments. Some rise of temperature. 

March 21. Redness, swelling and pain at the 
place of fracture. Resection of rib under anes- 
thesia, the pleura not being opened. 

At first, slight elevation of temperature after 
operation—normal for the next ten days. 
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March 31. Dulness has rather increased. Pati- 
ent suffers from difficulty of breathing. 

April 6. Sudden rise of temperature. Air hun- 
ger. Aspiration of 69 c.c.m., serous liquid from the 
right pleura—sterile. The temperature curve re- 
sembles that of pneumonia. Then there are at first 
brief, later longer, intervals which pointed to lung 
abscess. Exploratory aspiration which was done 
repeatedly remains without result. No sputum. 

April 17. Partial removal of seventh rib in an- 
terior axillary line to enable better drainage of 
their suppurative effusion. No bacteria could be 
cultivated. 

The patient loses ground and death takes place 
106 days after receipt of injury (sepsis). 

Necroscopy shows that the lower lobe of the right 
lung has a leathery consistency. In the upper lobe 
inflammatory foci. Middle lobe hard and free of 
air. No abscesses. Spleen enlarged. 

The case is highly instructive. First of all the 
length of time between receipt of injury and death 
preaches a sermon not easily forgotten. Given a 
remission after a few weeks rise of temperature 
and no bacteria in the exudate, only a careful ob- 
server will be slow in giving a favorable prognosis. 
There is no doubt of the fact that this patient died 
of sepsis (enlarged spleen!). The inflammatory 
foci in lung tissue after gunshot injuries of the 
chest, unless there be a pronounced pneumonia, 
should awaken our earnest attention. 

I quote from the records of the same institu- 
tion another case emphasizing what has been said. 

Soldier, shot February 18 by a small-calibre, 
jacketed missile. Wound of entrance anteriorly 
over the third right rib. Two fingers breadth from 
the median line, size of a large pea and round, sup- 
purating. Wound of exit right posteriorly, four 
fingers breadth from the lamina, two fingers breadth 
below scapular angle. Soft parts around wound 
swollen. Weak respiratory sounds. Fever. 

Fever increases, as does dulness on percussion 
and difficulty of breathing. Then gradual improve- 
ment subjectively and objectively. The bloody 
pleural effusion which seems to be the cause of all 
the trouble proves sterile. 

March 24. For the past three weeks almost 
normal temperature. Suddenly rise. Dulness of 
right side unchanged, over it bronchial breathing, 
above it amphoric respiration. Eighth and ninth ribs 
sensitive to pressure. Liver sensitiveness to pres- 
sure striking. Aspiration again produces only 
sterile effusion, clear and odorless. Sputum as 
seen in pneumonia. The symptoms disappear 
gradually May 6. Evacuated by railroad. 


We see that we may have sterile effusion and yet 
the sudden rises of temperature speak for a process 
in the lungs not always demonstrable either by 
physical examination or by the characteristic spu- 
tum, as happened in the case just cited. 

Undoubtedly in many such cases the inflamma- 
tory process is central. 

The experience of recent wars has also shown 
that several missiles may hit one or both lungs with- 
out producing correspondingly graver symptoms. 

Even shrapnel bullets have failed to produce a 
more serious condition than jacketed missiles of 
smaller caliber. 

With exceptions of the characters above noted 
modern gunshot wounds of the chest may be looked 
upon as comparatively benign. 


XVI. 
GUNSHOT WOUNDS OF THE ABDOMEN. 


The triumphs of modern surgery as regards the 
cure of abdominal infections and lesions, the tech- 
nic of what was considered in former times a 
noli me tangere, but now a comparatively simple 
affair—the relative safety of laparotomy under 
modern asepsis have stimulated the minds of great 
military surgeons to undertake abdominal surgery 
on the battlefield. Even comparatively recent 
writers have been very optimistic therapeutically, 
but the experiences in Cuba, in Africa, in Man- 
churia and in Thrace, all point to the need of 
great operative conservatism. 

Indeed the pendulum has swung in the opposite 
direction—many are the voices raised against 
laparotomy at the front. 

It is difficult considering the tremendous amount 
of clinical material on hand to settle the question of 
operative therapy for gunshot wounds of the abdo- 
men with one dictum, certain prominent writers to 
the contrary notwithstanding. 

Nevertheless definite rules can and should be 
formulated for our guidance in the field. 

The reason for the diversity of opinion is not ob- 
scure. Cases are seen when a small caliber jack- 
eted bullet inflicts a perforating abdominal wound. 
From the path of the missile perforation of the 
intestine certainly did take place. The stricken 
soldier remains on the battlefield unaided for some 
time. When found and taken to the field hospital 
an uneventful rapid recovery takes place. Why did 
this patient get well? Because the small wound or 
wounds of the partly empty intestine healed by the 
absolute rest of the helpless body. Nature is per- 
forming what surgeons are endeavoring to do by 
means of intestinal suture. Such cases surely point 
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to non-operative treatment as the proper course to 
adopt. 

On the other hand a patient is seen with a result- 
ing peritonitis and dies. In such cases one cannot 
help but conclude that a timely laparotomy may 
have saved life.. It does not necessarily mean that 
the lethal issue in the last case was due to a different 
missile or that probably another region of the abdo- 
men has been struck, for it can be asserted from 
the statistical material on hand that the prognosis of 
two cases hit by the same weapon, at the same dis- 
tance under like conditions and in the same region 
need not necessarily be the same! 

Under such conditions there remains but one 
logical conclusion, viz., that while in the frontal 
stations tactical reasons may force medical officers 
to adopt a definite scheme of aid of the simplest 
character in practically all cases of gunshot wounds 
of the abdomen, at the field hospitals, individualiza- 
tion to meet the conditions as they appear clinically, 


is justifiable. (Tg pe continued. ) 


Anoct ASSOCIATION IN OPERATIONS. 


The brain being a tissue of surpassing delicacy, 
is damaged with wonderful facility by injury and 
by fear and worry. The good risk patient when 
operated by almost any method by almost any sur- 
geon of experience, will recover from his opera- 
tion, but the delicate nervous organization is only 
too frequently shattered by the experience. We 
now understand why. Though the principle is 
clear, the technique demands to a certain extent a 
re-education of the surgeon; it demands a certain 
amount of detail and precision; it demands far 
more consideration for the patient; but through 
anoci the destiny of a patient is to a greater degree 
placed under the control of the surgeon, who 
through it is enabled to reduce both the morbidity 
and the mortality—Grorce W. Crite in The 
Southern Medical Journal. 


THE Psycuic STATE OF THE SURGICAL PATIENT. 


There is an interesting fact concerning the 
psychic state of the patient at the time of the oper- 
ation. If the patient is in grave doubt as to 
whether or not he can survive the operation; if he 
lacks confidence in the hospital or in the surgeon, 
the patient has what in psychology is known as a 
low threshold, and if he goes under the anesthetic 
in this state, the effect of any physical injury will 
be augmented and throughout the entire anesthesia 
there is manifested the evidence of fear in the res- 
piration and the pulse, and in the way in which he 
reacts to the anesthetic and the trauma of opera- 
tion. These patients take the operation poorly. It 
is as though the patient went under the operation 
with his motor set at high speed, so that the energy 
of the body is consumed more rapidly, and hence 
the exhaustion or shock is increased—Gro. W. 


Crite in The Southern Medical Journal. 


A SUBSTITUTE FOR SUTURES IN 
CIRCUMCISION. 
S. MEREDITH StroncG, M.D., 
Brookiyn, N. Y. 


Probably there is no surgical procedure upon the 
human body that gives more generally satisfactory 
results than does circumcision; and it is my belief, 
as it is also that of many practitioners, that all boys 
in whom the prepuce does not remain back of the 
glands should be circumcised. 

It is astonishing that in circumcision so little 
change has been made in the modus operandi. Most 
operators use too many sutures. Sutures are al- 
most always unnecessary; they add to the length 
and pain of the operation; make the subject more 
prone to infection, and often leave ugly stitch scars. 
I avoid them entirely by the following method: 

After the prepuce and the mucous membrane 
have been cut away in the usual manner (and I like 
to use the phimosis forceps), the skin and the mu- 
cous membrane can be made to adhere together very 
satisfactorily by applying several hemostats around 
the cut surface, placing them on the skin from 
before backward in such a manner as to grasp the 
mucous membrane and the skin with edges approxi- 
mating between the jaws of the hemostat for a 
third of an inch, and compressing the jaws tightly. 
The fenestrations of the blades press the tissues to- 
gether in corrugated ridges, and they will remain 
adherent, when, after a few minutes, the hemostats 
are removed. No sloughing occurs at the point of 
compression. 

The usual circular dressing is applied, leaving the 
meatus free. This dressing is changed every 24 to 
36 hours. Healing is usually by first intention. 

In a very small percentage of cases a bleeding 
vessel may have to be ligated but this occurrence is 
very rare and generally compression controls the 
hemorrhage. 

398 FRANKLIN AVE. 


INDICATION TO OPERATE IN OrtiTIs. MEpIA. 

If in the course of a case of acute purulent otitis 
media (not at the beginning), or in a case of 
chronic purulent otitis, there is a sudden rise of 
temperature, say to 102° or more, accompanied by 
a rigor, with headache and malaise, and if non- 
aural causes for the temperature can be excluded, 
and there are no symptoms of meningitis or cere- 
bral abscess, the mastoid should be opened up and 
the sinus exposed. without delay. Children are an 
exception to the rule—J. M. Crarke anp L. 
FriretH, in the Bristol Medico-Chirurgical Journal. 
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RADIOENTHUSIASM. 


The public was too recently fooled, too bitterly 
deceived, by the much-advertised Friedmann “cure” 
for tuberculosis, to be easily led astray again by 
the newspaper accounts of an old-new “cure” for 
cancer. But its interest has been aroused and its 
imagination has been stirred by the marvelous heal- 
ing powers of radium as daily recorded in the pub- 
lic press, where “emanation” is now as conspicuous 
as Carrie Nation once was. If all the quoted ac- 
counts and predictions were true, the young doctor 
who does not invest a few thousand dollars. in a 
tube of the precious stuff will not have supplied 
himself with all the office furniture his calling de- 
mands. 

But the blame should not be laid entirely, if at 
all, at the doors of the newspapers. For the most 
part, they but report as accurately as they can the 
reluctantly granted interview, and the conservative 
outgiving of the medical meeting. Transcending 
anything in the reliable dailies in reckless enthusiasm 
and unwarranted prediction are some of the cur- 
rent articles on radiotherapy in our own publica- 
tions. We have in mind especially at this writing, 
a recent article (in one of the best medical journals), 
that bristles with Latin phrases and fulminating 
fervor. If we rightly interpret the author’s senti- 
ment he inclines strongly to the belief that for suf- 
ferers with malignant growths the blood-red sun of 
surgery has forever set. and, already in the meridian 


of their bright sky, radium is shedding its benignant 
rays on the constellation and tropic of cancer! 

After asserting, with much truth, indeed, that car- 
cinoma of the breast is “one of the opprobria of 
surgery” the following shocking utterance escapes 
from him: : 

Here is a woman looking to her friends as 
well as ever and able to do her work as a singer. 
She takes a friend into her confidence and re- 
veals a cancer of the breast; at the urging of 
this friend she is operated on. The whole com- 
plexion of things is changed—no recuperation, 
even under the most favoring circumstances! 
But on the contrary, immediate prostration and 
a steady decline to death four. months later. 
Certainly surgery seems an active “precipi- 
tant” in such a case. “But,” rejoins Surgery, 
“we must get the cases early.” Said a surgeon 
dying, himself an earnest advocate of much and 
early operating, “I am sorry I had it done,” 
referring to an operation in regard to which a 
foremost surgeon had felicitated him on its 
very early execution. 

Surgery, which is daily saving thousands of lives, 
including many of those threatened by cancer, does 
indeed “seem an active ‘precipitant’” in various 
cases in which the outcome is unfortunate. Assum- 
ing that the singer’s breast cancer was of the most 
favorable type for surgical treatment; assuming 
that, instead of “immediate prostration and a steady 
decline to death four months later” (cause not 
stated) she had died in four days or four hours; 
even then, what is there in this example, and what 
are the accomplishments of radium in mammary 
carcinoma that justify the dangerous, not to say 
reckless, teaching conveyed by the paragraph quot- 
ed? Our author surveys the literature of recent 
radium results. He refers to the brilliant cures re- 
ported last summer by Bumm and Voigts, to the 
claims of Domenichi and of Abbe and to the strik- 
ing observations of Gauss. But none of these, if 
our recollection serves, includes breast cancers. He 
dwells on the cures, by various men, of several skin 
affections, including epithelioma (and without at 
all discrediting radium it must be said that many 
of these cures could also be attained by x-rays and 
caustics). Finally, he says: 

Cancer of the breast has not been radiated on 
a large scale, probably on account of the long 
established prerogative of surgery in the region. 
Splendid results, though, have been obtained. 
Kroenig has in his series a case radiated after 
laying back a flap of skin—no return at time of 
writing, nine months after—so a cancer en 
cuirasse, rejected as inoperable, he has cleared 
up with no return in five months. 

And so a case, or is it two cases? of breast cancer, 
observed for but a few months, is the basis for to- 
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day setting up radium against a carefully elaborated, 
long studied operation with an established record 
(from repeatedly combined statistics) of at least 
25% of cures and a much larger percentage of cases 
in which life has been prolonged from three to ten 
years or more! 


Kroenig himself, in both his private and his pub- 
lished utterances, is far more conservative in his 
deductions than is the enthusiastic author who 
quotes him. “All Europe is aflame. A veritable 
radium-fieber rages,” proclaims that author; but, 
according to some recent reports, the European con- 
flagration whose flying embers have kindled his 
imagination, is not now burning so furiously, and in 
some places the fire department of critical observa- 
tion has reduced it to a mere smolder. 

The enthusiasm over radium therapy, dissemi- 
nated largely by those whose personal observations 
have been very limited, is nothing new in the his- 
tory of medicine. It is but a repetition of experi- 
ences following the introduction of Koch’s tubercu- 
lin, of Wright’s vaccines, of Bier’s hyperemia, of 
Ehrlich’s salvarsan and of numerous other thera- 
peutic discoveries. These have all found their 
places, not as large as they had been expected to 
occupy, but still very conspicuous. And so with 
radium; when the European conflagration has sub- 
sided, when the “radium-fieber” has ceased to “rage,” 
this powerful agent will be given its proper sphere. 
That sphere may be larger even than the present- 
day enthusiasts acclaim for it, but the present day 
is for observations, not for predictions. 


Surgery is admittedly unsatisfactory in the treat- 
ment of malignant growths. We seek a specific. 
Radium emanations and #-rays possess a selective 
action on young cells, such as those of cancers, 
which, under favorable conditions, they have the 
power to destroy, stimulating their replacement by 
connective tissue. This, which approaches a specific 
action, was known before. It is the discov- 
ery of the respective activities of, and reactions 
to, the various radium rays, and the means of 
screening out the harmful ones, that has given the 
fresh impetus to radium treatment, and has secured 
so many truly striking results as are reported from 
the intensive exposures of, especially, uterine can- 
cers. In analysis, however, it appears that the chief 
accomplishment of radium has been in superficial 
growths. To effect satisfactory results the radium 
must be brought in close, nay intimate, contact. The 
rays of selective activity are able to penetrate but a 
very slight distance. Competent observers there are, 
therefore, who advise the #-rays when the growth 
is deep or massive. It is especially in cancers of the 


female genital tract, of the pharynx, of the larynx, 
where radium is more easily applied than +-rays, 
that they prefer it. 

This somewhat lengthy discourse is not written 
to disparage the employment of radium, whose 
therapeutic value has been increasing with our de- 
veloping knowledge of its properties; nor to repress 
scientific fervor. Science is advanced chiefly by 
enthusiasm—in seeking truths; it is hurt most by 
enthusiasm—in proclaiming half-truths !—W. M. B. 


THE GONOCOCCUS COMPLEMENT-FIXA- 
TION TEST. 

The complement-fixation test for gonorrheal in- 
fection, originated by Miiller and Oppenheim and 
developed by Schwartz and McNeil, has been, by 
corroborative studies, now definitely established in 
diagnostic importance as based upon a reaction at 
least as specific as the parallel syphilis phenomenon 
of Wassermann. 

The importance of such a test is at once obvious 
in determining the cure of gonorrheal urethral and 
para-urethral infections, in the differential diagnosis 
of arthritides and female pelvic inflammations, and 
in determining the occasional gonococcal origin of 
systemic infection marked by lesions in the heart, 
kidney, bone or muscle. 

The most extensive study of this test that we 
have noted in recent literature is that of Thomas 
and Ivy, of Philadelphia (The Archives of Internal 
Medicine, January 15, 1914). To indicate the 


specificity of the reaction, and the conditions in 


which that reaction may be expected to be negative, 
we quote from their conclusions: 

“1, A positive reaction is invariably reliable and 
always denotes the presence of a focus of gono- 
coccic infection. 

2. A negative reaction frequently fails to deter- 
mine the presence of disease especially in the acute 
and subacute stage when the disease is limited to 
the urethra, and never [always fails] when it is 
confined to the anterior urethra or vagina alone. 

3. In no alien non-gonorrheal infections of [or] 
systemic disease has a positive reaction been ob- 
tained; the test, therefore, appears to be absolutely 
specific. 

4. A positive reaction has been found to be pres- 
ent in 21.05 per cent. of patients clinically cured. 
Such patients, therefore, should not be discharged 
from treatment or observation until a negative re- 
action has been obtained. 

5. Not infrequently, either when suspicious 
lesions are presented or accidentally, positive reac- 
tions will be discovered in patients denying gon- 
orrhea. 

6. In only 9.09 per cent. of cases of acute and 
subacute antero-posterior urethritis has the comple- 
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ment-fixation test resulted positively. The earliest 
appearance of a positive reaction in a primary at- 
tack of posterior urethritis, without complication, 
occurred in the sixth week. 


7. In a number of cases of chronic recurrent 
urethritis with acute exacerbations, the test was in- 
variably positive; many of these patients undoubt- 
edly had prostatitis. 

8. The reaction resulted positively in one-third 
of all cases of chronic posterior urethritis ; undoubt- 
edly many of these cases had a mild or low-grade 
prostatitis. 

9. In 52.08 per cent. of cases of chronic prostatitis 
a positive reaction was obtainable. 

10. Two-thirds of all stricture cases demonstrated 
a positive test. 

11. In epididymitis a positive complement-fixation 
test was observed in 87.5 per cent. of cases. If, 
from our series, one case probably tuberculous, 
may be eliminated, and a time duration of five weeks 
can be imposed, the positive result in this form of 
disease has been 100 per cent. 

12. In arthritis, undoubtedly gonorrheal in charac- 
ter, positive reactions were obtained in 100 per cent. 
of cases. 

13. In the diagnosis and differential diagnosis of 
pelvic disease in women, the gonococcus-fixation 
test is destined, unquestionably, to play an import- 
ant role. We have been unable to obtain any posi- 
tive results in uncomplicated urethritis, vulvova- 
ginitis and Bartholinitis, and it would appear that 
the infection must ascend at least to the level of the 
uterus in order to produce a positive blood response. 

14. Inoculation of gonococcus bacterin, anti- 
gonococcic serum, etc., may in themselves by the 
production of immune bodies be causes of positive 
reactions. How long these immunizing effects may 
endure is unknown, but we have observed patients, 
treated by immunotherapy, who one year later 
demonstrated negative complement-fixation reac- 
tions. 

15. Although the bacteriological demonstration of 
the gonococcus culturally is the only absolute method 
for its identification in chronic inflammatory proc- 
esses, the method as a routine procedure is im- 
practical and susceptible of many failures and fal- 
lacious results, so that the complement-fixation test 
is not only less laborious, but is productive of a 
higher percentage of positive findings. 
—W. M. B. 


ROSWELL PARK. 

The sudden death on February 15th of Roswell 
Park, professor of surgery at the University of 
Buffalo, removes a conspicuous figure from among 
America’s prominent surgeons. Of distinguished 


American ancestry on both sides, he was born in 
New England in 1852. Throughout his entire medi- 
cal career he has been identified with teaching, first 
of anatomy in the Woman’s Medical College of 
Chicago, and the Chicago Medical College, then of 
surgery in Rush Medical College and the North- 


western University. He held the chair of surgery 
in the University of Buffalo for over twenty years, 
and was, perhaps, the most conspicuous figure in 
the medical school of that institution. 


Dr. Park was an ardent supporter of the theory 
of a parasitic origin of cancer, in which view he was 
no doubt largely influenced by Gaylord and other 
workers in the N. Y. State Cancer Laboratory at 
Buffalo, of which Park was a director. In addition 
to various monographic and other contributions to 
surgical literature, and to his labors as a medical 
editor, he has left two meritorious books—his 
“Modern Surgery,” a large text-book, and an inter- 
esting but somewhat epitomized “History of Medi- 
cine.” 


Surgical Suggestions 


In differentiating syphilitic from other bone 
lesions a negative Wassermann reaction is not 
diagnostic. 


The error is often made by capable Roentgenol- 
ogists of mistaking the normal bone ‘grooves of 
meningeal arteries for lines of skull fracture. 
Familiarity with the location of these grooves 
and comparative radiographs of the opposite side 
will obviate such an error. 


It is worth remembering that in Hodgkin’s dis- 
ease the glandular enlargements may be confined 
for a long time (even a year or more) to one side 
of the neck. In clinically differentiating this 
chronic, localized adenopathy from that of tuber- 
culosis, absence of softening and of fusion of the 
glands, daily marked elevations of temperature, 
increasing anemia, and enlargement of the 
spleen, some or all of which signs and symptoms 
are usually present, are fairly diagnostic. A neg- 
ative von Pirquet reaction, and a thick, doughy, 
pasty-appearing skin may also help the diagnosis. 


An acutely appearing almond-sized or larger 
swelling in the skin of the submental region, 
which the patient usually thinks is an inflamed 
gland, is not an uncommon winter occurrence, 
especially in women, from exposure to the cold. 
No treatment is necessary other than protection 
of the part from further chilling. The promi- 
nences of the cheeks may also be thus affected, 
but less frequently. Sudden swelling and red- 
ness of the nose, frightening the patient into a 
diagnosis of erysipelas, is a less common “frost- 
bite” experience. 
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Surgical Sociology 


Ira S. Wile, M. D., Department Editor. 


THE PANAMA-PACIFIC INTERNATIONAL 
EXPOSITION HOSPITAL. 


In connection with the Panama-Pacific Interna- 
tional Exposition, attention is being called to the 
establishment of an emergency hospital whose model 
equipment is to be supplied entirely by exhibitors. 
Dr. R. N. Woodward, at present in charge of the 
United States Marine Hospital, situated near the 
Golden Gate, has been appointed to assume control 
of this hospital. From the standpoint of exhibition, 
no pains will be spared to make the equipment as 
model as is possible, from the installation of auto 
ambulances to the minor appliances necessary for 
the simplest operative procedures. ; 

The purpose of the hospital is indicated by its 
name: an emergency hospital. If, however, the 
temporary patient’s health were to be endangered 
by removal to his home or to another hospital, he 
will be permitted to remain and receive the neces- 
sary medical and nursing attention until able to 
stand transportation to other sheltering walls. 

In connection with this model emergency hospital, 
there would be a distinct advantage in having model 
out-patient departments, with social service equip- 
ment and indeed model units of the kitchen, laundry 
and other essential departments of a model hospital. 

The triumphs of American medicine in the 
Panama Zone serve as an excellent reason for plac- 
ing stress upon medical, surgical and sanitary equip- 
ment at this Exposition. The canal was built 
through the co-operation of the medical and sani- 
tary engineers without whose skill, resourcefulness 
and perseverance, the work of the technical engi- 
neers would have been valueless. 


WHAT CONSTITUTES A NURSE. 


In view of the relation of nursing to the develop- 
ment of hospitals; and the importance of adequate 
training in relation to the home care of surgical 
cases, the wide agitation for settling the status of 
the certified nurse, the registered nurse, the prac- 
tical nurse, the half-trained nurse, the correspond- 
ence school nurse, the volunteer nurse, and the vari- 
ous other types that may come to mind, is of im- 
mense importance. The American Hospital Asso- 
ciation at its Boston Convention appointed a com- 
mittee to consider the grade and classification of 
nurses. With a desire to secure an expression of 
opinion from all parts of the country, the committee 
would like to have answers to the following ques- 
tions sent to Dr. Renwick R. Ross, Buffalo General 
Hospital, Buffalo, N. Y. 

1. In your opinion is it possible to meet the nurs- 
ing needs of the average community in city, town 
and country, in the United States and Canada with 
graduate nurse service alone? 

2. If in your opinion only graduate service should 
be used, will you kindly present an outline of a 


practical comprehensive programme, for supplying 
graduate service to all classes needing continuous 
nursing? 

3. If more than one grade of nurse is a necessity, 
will you please state how many grades you consider 
necessary? How would you classify nurses so as 
to include in your classification all who nurse for 
hire? 

4. Will you kindly suggest a substitute term for 
the grade B or “certified nurse” as recommended 
by the committee on grading of last year, if you 
consider that some better term should be used to 
designate nurses trained in special hospitals or hos- 
pitals unable to give a full training? Please state 
whether or not you are satisfied with the distinctive 
terms recommended by the committee of last year. 
Give briefly your reasons if not satisfied. 

5. If several grades seem to be necessary, how 
and where should the several grades be trained? 

6. In view of the fact that many tuberculosis hos- 
pitals find it impossible to secure sufficient graduate 
nurses to care for their patients, what measures 
would you suggest for meeting the nursing needs 
in such institutions? 

7. If training is given in a tuberculosis hospital, 
how long should the course be and how would you 
classify those completing such a course? 

8. In view of the fact that there is a constant and 
pressing demand for maternity nurses in homes of 
moderate means, what measures that are practical 
for the average community would you suggest for 
meeting this need? 

9, What constructive recommendations would you 
make with a view to improving on the plans pre- 
sented by the committee on the grading of nurses 
in the report submitted to the Association at the 
Boston convention, a copy of which was mailed to 
each member ? 

10. Will you kindly suggest to the committee of 
this year any feasible plans which occur to you for 
improving the quality of home nursing now being 
received by those who cannot afford graduate 
nurses ? 


TONSILS AND TONSILLOTOMY. 
A study of the results of tonsil operations on 
public school children in New York City serves to 
cast suspicion upon the value of some of the 
operations for hypertrophied tonsils and adenoids 
as performed in clinics. According to the inves- 
tigation of Dr. Cocks, of 89 cases operated on, 
approximately 10 per cent. received mutilations of 
the soft parts adjoining the tonsils; of 21 cases 
operated upon without general anesthesia 19 were 
badly done; and of 52 cases wherein general anes- 
thesia was administered, 12 were poorly done. 
Obviously, children suffering from nasal and 
pharyngeal defects should be sent, in so far as pos- 
sible, to institutions maintaining special departments 
for treating these conditions. Whether all tonsil 
and adenoid operations of children should be done 
under anesthesia is a question which requires care- | 
ful investigation, but it is certain that if the opera- 
tions are performed under general anesthesia the 
institutions in which they are performed should be 
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prepared to retain the patients in the ward for at 
least eighteen to twenty-four hours after the opera- 
tion. 

Children with enlarged tonsils and adenoids are 
sent to institutions to undergo an operation which 
will leave the throat and nose in a normal condi- 
tion. Unless this end is accomplished, the work 
cannot be regarded as properly done. Some follow- 
up system which would indicate the end-result of 
operations upon the tonsils and adenoids probably 
would reveal the fact that many of the operations 
have failed to accomplish the purpose for which 
they were devised. Too frequently outside of pain 
and suffering for the children and the consciousness 
on the part of parents that they have attempted 
their duty to their children, little worth mentioning 
is accomplished. Unnecessary operations are to be 
deprecated. Improperly performed operations are 
to be condemned. 

The responsibility for good surgical treatment 
rests upon the institutions whose staffs are directly 
responsible. It is indeed time that surgical pro- 
cedures, formerly deemed of minor importance, 
should be given more serious thought in order that 
the public may not come to the conclusion that a 
large proportion of operators are mere bunglers. 
Humanitarian interests demand that the safety, 
welfare, comfort, and health of the child should be 
given as much consideration in the performance of 
a tonsillectomy as in the amputation of any other 
portion of the body. There are inherent dangers 
in all operative procedures, but aside from these, 
there need be no unnecessary hazards of shock, 
hemorrhage, mutilation, or recurrence. Surgical 
procedure and surgical technic of the highest order 
are mandatory in order to relieve the profession 
from the criticisms now being leveled against the 
operations for tonsils and adenoids, as indiscrimin- 
ately performed by incapable, indifferent, or negli- 
gent operators. 


Book Reviews 


Surgery of the Upper Abdomen. In two volumes. 
By Joun B. Deaver, Sc.D. LL.D., Professor of the 
Practice of Surgery in the University of Pennsylva- 
nia; Surgeon-in-Chief to the German Hospital, and 
Surgeon to the University Hospital, Philadelphia; and 
AstLey Paston Cooper AsHHuRST, A.B., M.D., In- 
structor in Surgery in the University of Pennsylvania, 
and Associate Surgeon to the Episcopal Hospital, 
Philadelphia. Volume II. Surgery of the Gall-Blad- 
der, Liver, Pancreas and Spleen. Octavo; 499 pages; 
52 illustrations. Philadelphia: P. BLaxiston’s Son & 
Co., 1914. Price $5.00, net. 


Almost five years have elapsed since we reviewed at 
some length (AMERICAN JOURNAL OF SuRGERY, May, 1909) 
the first volume of this work, devoted to the surgery of the 
stomach and duodenum. We have awaited the appearance 
of the second volume with very great interest. A survey 
of the immense amount of literature, the digestion of 
which its preparation has entailed, affords some explana- 
tion of the time that preparation has consumed; and the 
delay in its appearance makes it all the more welcome, be- 
cause it is correspondingly more complete and up-to-date. 


In the review of the first volume we sufficiently indi- 
cated the character of the work—its thoroughness and 
breadth of critique. This volume is written in the same 
manner. It represents a very painstaking study of all the 
literature, balanced in its presentation by the author’s 
experiences, especially that of Deaver. At the end of each 
chapter the bibliography is appended. About 650 authors 
are referred to in the double-column six-page index of 
names. This is the amount of literature actually included ; 
a great deal more, of course, must have been examined. 

Two chapters (150 pages) are devoted to the surgery of 
the gall bladder and biliary ducts; one (50 pages) to non- 
bacterial, non-neoplastic affections of the liver; one (20 
pages) to tumors of the liver, gall bladder and ducts, and 
one (about 18 pages) to injuries of the liver and biliary 
passages. The surgery of the pancreas occupies two chap- 
ters of about 130 pages, and that of the spleen one chapter 
of 60 pages. All the operations are grouped in the final 
chapter of 45 pages. 

The pathology appears to us to be very sound; and the 
operations recommended are those we believe now 
practiced by the most expert abdominal surgeons. We are 
pleased to note, for example, that the authors recommend, 
in cholecystectomy, dislocation of the liver through the 
wound; removal of the gall bladder from within outward, 
after ligating the cystic vessels and dividing the cysticus; 
splitting and stripping the serosa over the gall bladder and 
suturing these peritoneal flaps over the raw liver surface. 
This, it seems to us also, is the cleanest type of cholecys- 
tectomy, the safest in technic, and the most surgical in 
“toilet.” To be sure, it is not by any means always appli- 
cable, and especially not in cases of gangrenous, distended 
gall bladders in obese subjects; but it is the ideal method, 
and is to be recommended in all cases where it can be 
expediently employed. 


The Modern Hospital. Its Inspiration; its Architec- 
ture; its Equipment; its Operation. By JoHN ALLAN 
Hornssy, M.D., Secretary, Hospital Section, American 
Medical Association, etc., and RicHarp E. Scumuipt, 
Architect, Fellow, American Institute of Architects. 
Large octavo; 644 pages; 207 illustrations. Phila- 
delphia and London: W. B. Saunpers Co., 1913. 


Recent years have marked a steadily increasing interest 
in the problems of hospital construction and administra- 
tion that is rapidly approaching, if it has not already at- 
tained, the form of an “intensive study,” and which is 
participated in not only by architects, lay and other trus- 
tees, and salaried superintendents, but also by a goodly 
proportion of the medical profession and the public. The 
haphazardly built hospital, conducted ‘independently of 
methods and purposes now standardizing, is suffering close 
scrutiny, and faces the prospect of early modification or 


extinction. 


As representative in America of this increasing interest 
in hospital construction and administration, may be cited 
the activities of the American Hospital Association, the 
formation of the Hospital Section of the American Med- 
ical Association, the establishment last year of a splendid 
journal, The Modern Hospital (under Dr. Hornsby’s edi- 
torship), and the development of the literature of the sub- 
ject, from occasional fragmentary works to dignified 
treatises. The latest and most comprehensive and, we be- 
lieve, the most authoritative, of these is the excellent work 
before us, written by Dr. John A. Hornsby, for several 
years superintendent of Michael Reese Hospital in Chi- 
cago, with the collaboration of Mr. Richard E.. Schmidt, 
architect. 

The sub-title of the treatise fairly indicates its scope. 
Indeed, it covers the special features and general principles 
of hospital construction, and the multitudinous details of 
equipment; financial management; general and department 
administrations; subdivision of medical work; ward, oper- 
ating room and laboratory activities; supplies; social serv- 
ice; out-patient work, etc., etc. 

Each of these main divisions might well occupy a sepa- 
rate volume; yet they are handled in a thorough fashion 
and with few details unconsidered. To be sure, much of 
the work is based on personal experiences and personal 
preferences. The conduct of large hospitals has not yet 
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passed beyond the stage when such a book as this might 
be expected largely to reflect the activities and views of its 
author, in this case, one of the most progressive and expe- 
rienced of hospital administrators. 


It would take too much space to recite even the list of 
subjects considered in this treatise. Covering, as they do, 
every aspect of hospital maintenance and administration, 
the book is invaluable, in its sphere, for reference and 
comparison. The numerous illustrations of plans, hospital 
furniture, utensils, printed forms, etc., are all very useful 
and, like the typography, they make the appearance of the 
volume in keeping with its worth. 


Surgical Diseases of Children. A Modern Treatise on 
Pediatric Surgery. By Samuret W. Kettey, M.D., 
LL.D., Honorary Professor of Surgical Diseases of 
Children, Medical Department, National University, 
St. Louis; Pediatrist and Orthopedist, St. Luke’s Hos- 
pital, Cleveland, etc. Second edition. Large octavo; 
789 pages; 295 illustrations. New York: E. B. Treat 
& Co., 1914. Price $5.00 


We regarded the appearance, five years ago, of the first 
edition of this unique treatise of such moment in Ameri- 
can medical literature that we made it the subject of an 
editorial (August, 1909). Therein we reviewed the books 
on pediatric surgery that had previously appeared, com- 
menting on the fragmentary character of most of them, 
and discussed the broader aspects of pediatric surgery as 
a department of special surgical knowledge. 


Prof. Kelley’s treatise was without any serious rival. 
Only Karewski’s “Chirurgische Krankheiten des Kinde- 
salters” and the masterful works of Kirmisson, “Précis de 
Chirurgie Infantiles” and “Traité des Maladies Chirurgi- 
cales d’Origine Congenitale,” if considered together, ap- 
proached it in dignity, and neither of these is as complete 
or as modern. Within the past three years, however, two 
other large works have appeared in America, and one each 
in France and Germany (as parts of a multi-volume series 
on children’s diseases). 


Kelley’s work is more than a text-book on the diagnosis 
and treatment of the surgical conditions that are peculiar 
to childhood. It is a treatise on all surgical diseases and 
deformities as they occur in children, in which the physi- 
ology and pathology of childhood are woven into its sur- 
gical therapeusis. 

This work has not been greatly enlarged in preparing 
this edition (about 25 pages), but several additions have 
been made to it, and various portions have been revised. 

In these days of fine books, so excellent a treatise as 
this is deserving of better press-work. 


A Treatise on the Diseases of Women for Students 
and Practitioners. By Patmer Finotey, B.S., M.D., 
Professor of Gynecology, College of Medicine, State 
University of Nebraska, etc. Octavo; 954 pages; 632 
engravings in the text and 38 plates in color and 
monochrome. Philadelphia and New York: LEA AND 
Fesicer, 1913. Price $6.00, net. 


Findley’s “Diaghosis of Diseases of Women,” consider- 
ably revised, has furnished the basis for the preparation 
of this comprehensive and practical text-book. After pe- 
rusing it we feel justified i in commending it as just the sort 
of an “all-around” work on gynecology as the general 
practitioner and the student, and also the practicing sur- 
geon, may purchase with satisfaction. The diagnostic and 
operative aspects of gynecology are fully presented, and, 
in addition, Findley devotes a great deal of space to sub- 
jects that many text-books pass over with insufficient con- 
sideration. We refer to conservative, i. ¢., non-operative, 
gynecological therapeutics, and to such topics as dress, 
hygiene and diet. Baths, douches, exercise, posture, are 
thus discussed at length. General methods of examination 
are dealt with, as well as local examinations. The prepa- 
rations for an operation—the surgeon, the patient, the 
toom, the utensils—are details, as well as post-operative 
care. Another valuable feature of the book is the discus- 
sion of those obstetric complications as require “surgical” 
consideration, e. g., primary repair of the lacerated peri- 


regnant uterus, fibroids 


neum and cervix, prolapse of the iP : : 
e surgery of puerpera 


and ovarian cysts in pregnancy, 
infection. 

The book is richly illustrated with pictures in black and 
in colors. The text is readable, interesting and up-to-date. 
We do not believe that a work as large as this would have 
lost any of its attractiveness as a practical working text- 
book if it had generously included bibliographic references 
and an author’s index. These detract nothing from its 
value to the reader who does not care for these references; 
they enhance it a great deal for the reader who does. 


On Diseases of the Rectum and Anus. Including the 
Sixth Edition of the Jacksonian Prize Essay on Can- 
cer. By Harrison Cripps, F.R.C.S., Consulting Sur- 
geon, St. Bartholomew’s Hospital ; Member of the 
Council, Royal College of Surgeons, etc. Fourth edi- 
tion, Octavo; 588 pages; illustrated. New York: 
The MacmiLian Co., 1914. Price $3.25. 


In 1907 we reviewed a revised (third) edition of Cripp’s 
well-known work which, like its part, Cancer of the 
Rectum, is an essay rather than a treatise or text-book. 
This fourth edition is a reprint of the third, and the in- 
cluded “sixth” edition of the Jacksonian Prize Essay of 
1876 is identical with the “fifth.” The title-page states 
that this “fourth edition” is “reprinted to include the 
opening address on the Surgical Treatment of Rectal Can- 
cer, delivered at the annual meeting of the British Medical 
Association, Liverpool, 1912”; but we fail to find the ad- 
dress in the text, or any other reference to it in foot-note, 
table of contents or index. 


The Intervertebral Foramen. An Atlas and Histologic 
Description of an Intervertebral Foramen and Its Ad- 
jacent Parts. By Harotp SwaAnserc, Member, Ameri- 
can Association for the Advancement of Science. 
Duodecimo; 101 pages; 16 original plates. Chicago: 
Curcaco Screntiric PUBLISHING Co. (Grace and Os- 
good Streets), 1914. 


This little monograph was undertaken to study the rela- 
tion of the intervertebral foramen to its emergent spinal 
nerve, in order, it would appear, to determine what ana- 
tomical basis there may be for such “schools” of treatment 
as are based on the dogma that many diseases arise from 
impingement upon these nerves by assumed spinal column 
deviations. 

The study consisted in serial sections through the bone 
comprising, and the nerve contained in, the first right 
dorsal intervertebral foramen of an adult cat. Several of 
these sections are reproduced. 

Mr. Swanberg concludes from them that the foramen is 
throuzhout much larger than the nerve, which is also pro- 
tected by an ample envelope of fat; that even if the inter- 
vertebral disc disappeared entirely the foramen would not 
be sufficiently reduced in size to pinch the nerve; and that 
thinning of the articular cartilages would increase the size 
of the foramen. Even in ankylosed specimens, where the 
foramina were greatly decreased in size, there seemed 
enough room for the nerve to pass, free from any bony 
pressure. 


Progressive Medicine. Edited by H. A. Harr, Professor 
of Therapeutics and Materia Medica in the Jefferson 
Medical College, Philadelphia, assisted by L. F. Ap- 
PLEMAN, Instructor in Therapeutics, Jefferson Medical 
College, Philadelphia. December 1, 1913. Philadel- 
phia: Lea AND FEBIGER. 


This volume includes the following digests of the prog- 
ress in their respective branches during the past year: Dis- 
eases of the Digestive Tract and Allied Organs, the Liver, 
Pancreas and Peritoneum, by Edward H. Goodman; Dis- 
eases of the Kidneys, by John Rose Bradford; Genito- 
Urinary Diseases, by Charles W. Bonney; Surgery of the 
Extremities, Shock, Anesthesia, Infections, Fractures and 
Dislocations and Tumors, by Joseph C. Bloodgood; Prac- 
tical Therapeutic Referendum, by H. R. M. Landis. In 
each instance, the review leaves little to be desired in the 
way of comprehensiveness and critique. 
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Surgical Experiences in South Africa 1899-1900. Being 
ainly a Clinical Study of the Nature and Effects of 
Injuries Produced by Bullets of Small Calibre. By 
Greorce Henry Maxins, C.B., F.R.C.S., Senior Sur- 
geon to St. Thomas’ Hospital, London; one of the 
Consulting Surgeons to the South African Field Force, 
etc. Second edition. Small octavo; 504 pages; 105 
illustrations. London: Oxrorp UNIversity Press, 
1913. Price $3.75. 


Although the South African war passed into history be- 
fore the beginning of this century, this much quoted book 
has lost none of its interest, for it deals casuistically with 
gunshot injuries of the same character as have been en- 
countered in still more recent wars conducted with modern 
firearms. 

This edition is practically a reprint of that of 1901 except 
for the continuation of a few of the case histories. 


Manual of Surgery. By Atexis TuHomson, Professor 
of Surgery, University of Edinburgh; Surgeon, Edin- 
burgh Royal Infirmary; and ALExANpER Mites, Sur- 
geon, Edinburgh Royal Infirmary. Volume _ III. 
Operative Surgery. Second edition. Octavo; 620 
pages; 255 illustrations. Edinburgh, Glasgow and 
London: Henry Frowpe and Stopper & StTouGHTON, 
1913. Price $3.50. 


Very little can be added to the favorable criticism of 
the first edition ofthis manual of surgery, made some 
time ago. One is again impressed by the clarity and terse- 
ness of the text, the up-to-date character of the descrip- 
tions of operations, and the general excellence of the 
illustrations. Concerning the latter, however, it should be 
stated that the illustrations accompanying the sections de- 
voted to the ligation of arteries are very hazy and too 
diagrammatic. It is also strange to see the cerebral de- 
compressive craniotomy depicted on the left side of the 
skull. The authors have adopted, wisely, it is believed, 
the Basle anatomical nomenclature in this edition, but 
place the old terms in parentheses wherever the newer 
ones are employed. . 


Chirurgische Operationslehre. Herausgegeben von Av- 
cust Bier, Berlin; Hetnrich Braun, Zwickau; HeEr- 
MAN KvuemMMELL, Hamburg. Vol. III. Operationen 
am Mastdarm, an den Harn—und Maennlichen Ge- 
schlechtsorganen, und an den Extremitaeten. 986 
pages; 797 illustrations, mostly colored. Leipsig: 
JoHANN Amprosius Bartu, 1913. Price $12.00. 


The first part of this monumental work on operative 
surgery has been reviewed in the AMERICAN JOURNAL OF 
Surcery. It was then pointed out that the three authors 
have collaborated with and have valuable contributions 
from many prominent German surgeons. Only two of the 
sections of this volume (operations on the kidney, renal 
pelvis and ureters; operations on the prostate) have been 
written by one of the three authors (Kuemmell). Each 
of the volumes is an entity, with its own bibliography, in- 
dex, table of contents, etc. This one, of nearly a thousand 
pages, is of the same high standard of excellence as the 
preceding one reviewed in these columns. Examining it 
cursorily, one gains the impression that it is a colored 
atlas of surgical procedures, so replete is it in magnificent 
drawings, photographs, and colored plates at every turn 
of the pages. A study of the text, however, shows that 
this does not occupy a place of second importance. Each 
operative procedure has been subjected to a careful ana- 
lytical criticism, and that operation is fully described which 
is deemed the best by the authors. The choice is gener- 
ally a very happy one, we believe, but the insignificant 
place often given to the work of surgeons other than Ger- 
mans cannot be overlooked. Nor is there a uniformity of 
thoroughness in the treatment of the various sections of 
the book. The most adverse criticism must be made of 
that dealing with operations upon the rectum, in which 
the text is too brief and too dogmatic, the illustrations not 
well chosen, and the bibliography too fragmentary. 

It can safely be prophesied, however, that this work on 
operative surgery will prove one of the standards on the 
subdject because it is, in general, so thorough, so clearly 
presented, and so aptly illustrated. 


Principles of Surgery. By W. A. Bryan, A.M., M.D., 
Professor of Surgery and Clinical Surgery at Van- 
derbilt University, Nashville, Tenn. Octavo; 677 
pages; 224 original illustrations. Philadelphia and 
London: W. B. Saunpers Company, 1913. Price 
$4.00, net. 


This book may be described as a combination of sur- 
gical pathology, bacteriology and diagnosis. Although no 
one of the three is exhaustively presented, their fusion in 
one work, clearly and logically presented, makes an at- 
tractive book for the student. Upon an examination of 
the composition of the book it is at once evident that the 
fragmentary remarks upon treatment scattered here and 
there through the volume are entirely out of place and 
detract. from its merit. Otherwise Bryan’s “Principles” 
impresses the reviewer as a very desirable and a very 
careful analysis of our present knowledge of the subject. 
The work is not meant for the advanced student; yet a 
full bibliography would enhance its value. The illustra- 
tions and typography are excellent. 


Operative Surgery for Students and Practitioners. By 
Joun J. McGraru, M.D., Clinical Professor of Sur- 
gery, Fordham University; Professor of Operative 
Surgery, New York Post-Graduate Medical School; 
etc., etc. Fourth revised and enlarged edition. Oc- 
tavo; 838 pages; 364 illustrations. Philadelphia: 
F. A. Davis Company, 1913. $6.00, net. 


In this edition the author has endeavored to bring the 
work up-to-date, especially in regard to surgical technic. 
The reader will find all the operations of any importance 
described with considerable completeness, but it is to be 
regretted that McGrath has omitted critical studies of the 
relative values of the various groups of operations. Such 
analyses, by guiding the reader through the pages, would 
greatly enhance the value of this excellent book. 


Genito-Urinary Diseases and Syphilis. By Enpcar G. 
BALLENGER, M.D., Adjunct Clinical Professor of 
Genito-Urinary Diseases, Atlanta Medical College; 
Editor, Journal-Record of Medicine, etc., etc. As- 
sisted by Omar F. Etper, M.D. The Wassermann 
Reaction. By J. Encar Pautiin, M.D. Second edi- 
tion, revised. Octavo; 529 pages; 109 illustrations. 
Atlanta: E. W. Aten & Co., 1913. Price $5.00, net. 


The first edition of this work has required very exten- 
sive revision in order to carry it up-to-date. It is evident 
that the authors have been carefully studying the recent 
literature of their subject. The result is that such topics 
as vaccine therapy, the tests for functional activity of the 
kidneys, pyelography, etc., etc., will be found fully dis- 
cussed. The book is one that should be very useful to 
those who do not wish to study the exhaustive works on 
genito-urinary diseases and are not satisfied with the ele- 
mentary ones. It is very practical and contains much use- 
ful information and many valuable suggestions. 


The Elements of Bandaging and the Treatment of 
Fractures and Dislocations. By Witt1Am RANKIN, 
M.A., M.B., Ch.B., Dispensary Surgeon, Western In- 
firmary, Glasgow. Small octavo; 116 pages; 68 orig- 
inal illustrations. London: HENry Frowpe and Hop- 
DER & SrouGHTON, 1913. Price $1.50. 


This small book is meant for those who have had very 
limited experience. The subject of bandaging is treated 
briefly and most of the remainder of the book is devoted 
to the diagnosis and the treatment of fractures. Many 
valuable practical points are succinctly presented, but the 
reviewer must take issue with a number of statements 
rather dogmatically made. For example, it is a bold as- 
sertion to make concerning fractures of the elbow that if 
“it is possible to fully flex the arm up to an acute angle, 
then in every such case a good result as regards appear- 
ance and function will be attained if the arm is fixed up 
by means of plaster-of-paris bandages * * * for four 
or five weeks.” Rankin’s book should nevertheless prove 
of value to those for whom he has written it. 
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Progress in Surgery 


A Résumé of Recent Literature. 


Extrathoracic and Intrathoracic Esophagoplasty in 
Connection With Resection of the Thoracic Por- 
tion of the Esophagus for Carcinoma. WAuLLY 
Meyer, New York. Journal American Medical Asso- 


ciation, January 10, 1914. 


Meyer describes the Jianu operation which he says has 
in a way revolutionized the surgery of the lower esopha- 
gus. After a brief review of operations formerly devised, 
he describes Jianu’s technic, which utilizes the major 
curvature of the stomach for the creation of a rather long 
tube, one end of which remains in connection with the 
gastric fundus while the other free end can be drawn up. 
He has carried out the operation in three patients, all of 
whom made good recoveries. A new tube of ample size 
with good blood-supply and surrounded completely by 
peritoneum is formed, through which the patient will be 
able to pass his food. If transported outside under the 
skin of the thorax, the first stage of extrathoracic esopha- 
goplasty has been accomplished. If pulled up into the 
pleural cavity through a hole in the diaphragm, as proposed 
by Meyer, it can be used to replace the lower portion of 
the esophagus after resection for carcinoma; intrathoracic 
esophagoplasty. The paper gives full details as to both 
operations. He concludes, however, that intrathoracic 
esophagoplasty, when properly worked out, would seem 
to be an ideal operation. If further observations in man, 
however, should prove that the transposed oral stump of 
the esophagus, no matter how long, has no tendency to 
become necrosed in its distal portion, but will live as a 
tule, further experimental work for the perfection of 
intrathoracic esophagoplasty will be less urgent and extra- 
thoracic esophagoplasty will become the operation of choice 
for resection of carcinoma in any part of the esophagus. 


Hair-Balls of the Stomach and Intestine. L. HeEazzir, 
Auburn, N. Y. Journal American Medical Associa- 
tion, January 10, 1914. 


_ A rather unusual case of hair-balls in the stomach and 
intestines in a girl of 13 is reported by Heazlit. The child 
had always been in good health except for the usual dis- 
eases of childhood and pneumonia at 11 years of age. 
From her fifth to her tenth year she was observed to have 
the habit of swallowing hair, but after that it was supposed 
that she had discontinued it. Occasional attacks of stom- 
ach disturbance, not specially severe, had appeared for 
about a year prior to her present illness which began July 
19, with abdominal pain, vomiting, etc. Her father, a phy- 
sician, then discovered the presence of a large sausage- 
shaped tumor occupying the stomach region which was 
movable and tender. A tuft of hair vomited recalled the 
former habit of the child. An operation was performed 
and the tumor weighing 15 ounces and completely filling 
the cavity of the stomach was removed. Symptoms of ob- 
struction still continuing, a second operation was per- 
formed and a mass of hair measuring 3 inches in length 
and completely filling.the lumen of the bowel was ex- 
tracted from the ileum. Convalescence was uneventful 
and the patient has been well since. The author reviews 
the subject of hair-balls in man and finds over seventy 
cases in the literature. Some of these were discovered 
only at necropsy, but he has collected reports of forty-one 
cases operated on, thirty-five gastrotomies, four enteroto- 
mies and two in which both operations were required. 


The habit of hair-swallowing seems to be confined to the - 


female sex, and in most cases it has been observed in per- 
sons otherwise normal. There are cases on record in 
which the hair mass weighed 4 pounds or more. Their 
usual location was in the stomach, though prolongation 
into the duodenum was reported in seven cases. The only 
constant symptom is the presence of a hard tumor in the 
upper abdomen not to be otherwise explained. The gas- 
tric symptoms vary from mild digestive disturbance to re- 


peated colicky attacks and vomiting and may last for years. 
The stomach seems exceedingly tolerant. The use of the 
Roentgen ray in diagnosis is comparatively recent. One 
case in which it was used to advantage was that of Hol- 
land of Liverpool reported in July of last year. In an- 
other case mention of a roentgenogram is made, but it did 
not lead to a successful diagnosis. The operative treat- 
ment of hair-ball has been notably successful. There have 
been no deaths in thirty-five gastrotomies and the only 
deaths reported were of children nearly moribund from 
intestinal obstruction. 


Congenital Pyloric Stenosis: A Study of 22 Cases 
With Operation by the Author. H. M. Ricurter, 
Chicago. Journal American Medical Association, 
January 31, 1914. 


Nineteen of .the twenty-one were of the hypertrophic 
type and two of the type known as spasmodic. In all of 
the nineteen definite, firm, olive-shaped tumors were dem- 
onstrated at operation. In eighteen they were palpable 
externally and in the other the clinical diagnosis was 
clear. The stomach was always found markedly distended 
and the duodenum collapsed. The histology agrees with 
that observed by others, a simple hyperplasia of the cir- 
cular muscular fibers. In none of the eighteen cases was 
there any other congenital malformation, except a short 
mesocolon in one, and in all cases the clinical picture was 
classical, and the essential features of the disease uniform. 
The onset has always been shortly after birth, usually the 
second or third week, and abrupt enough to be definitely 
noted. The existence of the typical condition does not 
predicate an absolute closure of the pylorus, increasing 
tension may force some food through and a relatively 
large sound could be passed. It is particularly important, 
Richter says, that the Roentgen ray as a diagnostic meas- 
ure be limited to determining the rate of emptying the 
stomach, not the patency of the pylorus. To exclude the 
diagnosis of hypertrophic stenosis on the basis of the 
passage of bismuth may lead to serious error. Recoveries 
that have been reported by competent observers indicate 
that a sufficient passage may be left to sustain life, and 
cases have been reported through a new opening into the 
jejunum. ‘There is nothing in the nature of hypertrophic 
stenosis that essentially predicates a permanent closure and 
there is no good reason why these tumors may not ulti- 
mately disappear in some cases. German statistics give the 
mortality of unoperated stenosis as close to 20 per cent. 
Richter’s mortality in his cases was three in the twenty- 
one, one occurring after recovery from the operation, a 
total of 13.3 per cent. A tabulated summary accompanies 
the article. 


An Inflating Gastroscope and Duodenoscope. R. C. 
Kemp and A. VANpDER VEER, Jr., New York. New 
York Medical Journal, February 7, 1914. 


The determination of an intragastric lesion, e. g., an 
ulcer, by mere external inspection or palpation of the stom- 
ach in the course of an exploratory laparotomy, is often 
misleading. Ulcers especially are liable to be overlooked. 
To ensure greater diagnostic precision, the authors have 
devised an ingenious gastroscope and duodenoscope based 
largely on the principle of the cystoscope, which can be 
introduced into the gastrotomy wound. With this instru- 
ment every part of the stomach and the upper duodenum 
may be inspected. Furthermore, inasmuch as ulcers are 
often hidden behind folds of the mucosa, an arrangement 
is attached whereby the stomach can be dilated during 
inspection. For a description of the instrument and the 
necessary technic, the reader is referred to the original 
paper. The author’s observations and experiments have 
thus far been limited to animal experiments. 


Experimental Production of Gastric Ulcers by Intra- 
venous Injection of Clumped Colon Bacilli, 
Epcar C. STEINHARTER, Cincinnati. The Lancet- 
Clinic, January 24, 1914. 


Following the line of experimentation suggested by 
Letuelle and later by Rosenow, who showed that the injec- 
tion of certain strains of pneumococci and streptococci was 
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followed by the appearance of gastric ulcers, Steinharter 
attempted to produce the lesion by using colon bacilli. It 
has long been known that an emulsion of colon bacillus in 
the presence of free hydrogen ions can be agglutinated in 
from one to four hours when incubated at body tempera- 
ture. Gastric juice also possesses this power. Stein- 
harter used 1/12 normal Hcl to clump the colon bacilli 
and then injected the washed centrifugal sediment into the 
blood stream of rabbits. The animals showed hemor- 
rhagic erosions at the pyloric end of the stomach,-the other 
organs being normal. These lesions appeared within 
twenty-four hours after injection in some of the protocols 
presented by the author. He believes that the hyperacidity 
and constipation together with the presence of B. coli may 
— a good deal to do with the etiology of human gastric 
ulcers. 


Jackson’s Pericolic Membrane. Its Nature, Signifi- 
cance, and Relation to Abnormal Mobility of the 
Proximal Colon. JoHN Morey, Manchester. Lan- 
cet, December 13, 1913. 


1. Jackson’s pericolic membrane is of congenital origin 
and is non-inflammatory. 2. It occurs in association with 
abnormal mobility of the proximal colon, due to a failure 
of fusion of the ascending mesocolon with the posterior 

arietal peritoneum. 3. The great omentum;: from: which 
membrane is derived, is the most primitive agent 
in fixing the proximal -colon. to! the parietes in: the ‘right 
loin. In cases of mobile proximal’ colon Jackson’s mem- 
brane may be the principal) means of» fixing. the ‘colon, 
4. Unless it causes kinking of the colon a pericolic mem- 
brane. is therefore rather useful.than harmful, and should 
not be divided: - 5. The symptoms and pathological condi- 
tions found in association with Jackson’s'membrane (apart 
from mechanical obstruction: due ‘to. the. membrane): are 
primarily-due to, stasis in the abnormally, mobile proximal 
colon;. which is ill-adapted to the upright posture. -6. Sur- 
gical treatment should be directed to securing the normal 
position and fixation of the proximal colon by the opera- 
tion of colopexy. 


Further Observation On the: Complement-Fixation 
Test in Gonococcus Infection. Harry .L. Roox- 
woop, Cleveland. The Cleveland Medical Journal, De- 
cember, 1913. 


Among some of the points emphasized by Rookwood are 
the following: In cases of acute gonococcal urethritis of 
short duration the blood serum shows no evidence of 
antibodies. In cases of non-specific acute urethritis of 
several weeks’ duration the negative serum reaction is of 
much value. In cases of chronic urethritis in which gono- 
cocci were present in the discharge, the test was positive 
in almost every case. In chronic gonococcal urethritis of 
long duration where no cocci could be demonstrated in the 
discharge, 60 per cent gave positive reactions. The test 
is of great value in the cases which are clinically cured, 
especially when the question of matrimony is raised, for 
no man should be allowed to marry until his complement 
fixation test reacts negatively. 


Accidental Injuries to the Descending Portion of the 
Duodenum During Removal of the Right Kidney. 
W. J. Mayo, Rochester, Minn. Journal American 
Medical Association, January 31, 1914. 


Mayo pvints out that the anatomic relations of the retro- 
peritoneal portion of the duodenum are such that this 
organ may be injured during operations for the removal 
of the right kidney when there is infiltration about the 
pedicle causing close adhesion to the duodenum. It not in- 
frequently happens in such cases that the vessels are torn, 
causing hemorrhage calling for active hemostasis. In the 
attempt to check the hemorrhage by. using strong biting 
forceps the duodenum may be seized and necrosis follow 
the injury with the resulting distressing fistulas and death. 
He has known three such cases and believes that the acci- 
dent’ is more common than the records show. The vena 
cava is even more frequently injured and he thinks that 
the forceps is seldom necessary until after the vessels have 


been caught and the hemorrhage stopped by the’ finger. 
Other arterial injuries are mentioned as liable to occur in 
such operations of kidney removal. When there is much 
infiltration and nephrectomy is not advisable, it is best that 
one should see that there is no opening into the perito- 
neum. The different characters of kidney tumors are no- 
ticed by Mayo, especially in malignant disease involving 
the pelvis and calices and other structures in which the 
duodenum is liable to be injured even by the most expert 
and careful surgeon. As a rule the duodenal injury is not 
made manifest for several days after the operation and the 
fistulas do not tend to heal. In a case like this, in which 
the fistula was large, infiltrated and without peritoneum, 
he would make a transperitoneal attack on the fistula itself 
before the patient becomes exhausted, lift the descending 
duodenum from its bed, suture the opening, transplant a 
flap of omentum across the suture line and finally make a 
jejunostomy. for temporary feeding purposes. Such an 
operation, however, while easy to figure out on paper, is 
sufficiently difficult to make us careful to avoid the acci- 
dent requiring it. 


Epididymotomy. C. P. Knicur, Stapleton, N. Y. Jour- 
nal American Medical. Association, January 31, 1914. 


Knight says excellent results have been obtained by him 
at}the: United: States Marine Hospital, Stapléton, N. Y., 
with Eckel’s:method of operating for epididymitis. In- 
stead of: a blunt -probe for puncturing the epididymis 
Knight uses a> blunt-pointed ‘needle, which he ‘considers 
better; and he has employed local anesthesia in several of 
his:cases*whichrhe thinks also more advisable. He agrees 
with Eckel that thé operation should be the procedure of 
choice and that it should be early to avoid pus: and abscess 
formation. Five cases are reported. His conclusions are 
summed up as follows: “1. There is immédiate abatement 
of-:al) symptoms: for which the patients seek rehef. 
The: tendency: to: relapse is nil. 3.-The operative -pro- 
cedure is* without danger as regards anesthésia, because 
the general anesthetics can be eliminated. 4. This opera- 
tion, as:compared with the other methods of treatment, is 
one of utmost importance from an economic point of view, 
not only to the patient, when loss of time from daily labor 
is considered, but also to the hospital in its economic ad- 
ministration, by greatly diminishing the number of days of 
treatment.” 


A Method of Removal of Carcinoma of the Prostate. 
R. Howarp, London. Lancet, December 13, 1913. 


This method is rather novel. First, an ordinary suprapubic 
cystotomy is performed and the bladder is packed with a 
sponge. In the lithotomy position a perineal incision is 
made and the rectum completely separated from the struc- 
tures in front until the seminal vesicles are reached. At 
the same time the fibres of the levator ani are divided on 
each side so as to free the prostate and the base of the 
bladder laterally. The patient is then placed in the Tren- 
delenburg position. The suprapubic incision is enlarged 
downward so as to admit the whole hand, and the perito- 
neum is stripped back from the bladder. The posterior 
layer of the triangular ligament is dissected from the pubis 
and the urethra divided distally from the fascia. The 
separation of the lateral aspects of the bladder and pros- 
tate is completed, and the prostate, still in its fibrous cap- 
sule, is brought out of the suprapubic wound. The base 
of the bladder is then amputated just above the line of 
entrance of the ureters and the bladder dropped back into 
position. A rubber catheter is passed along the urethra 
into the bladder and out through the suprapubic opening. 
Both wounds are closed with drainage. The after result 
in one patient was excellent. 


The Significance of Phleboliths. J. Hatt-Epwarps, Bir- 
mingham. British Medical Journal, December 13, 1913. 


The author calls attention to the unusual frequency with 
which shadows of phleboliths are found in x-ray exami- 
nations for suspected kidney stones. These shadows are 
seen either associated with renal calculi or without. In 
some of these cases the phlebolith shadows were only 
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found on the side in which pain had been experienced, and 
in all cases where phleboliths were present they were al- 
ways more abundant on the affected side than upon the 
opposite one. In an experience covering over 20,000 radio- 
graphs, the author never saw phleboliths outside of the 
pelvic area. While rarely seen below 40 years of age, 
above this age they are fairly common. The phleboliths 
are usually found in the plexus of veins running along the 
side walls of the bladder, uterus or rectum. 


A Method for Determining the Size of the Cervix Dur- 
ing Labor Through External Examination. (Eine 
Methode zur Bestimmung der Grésse des Mutter- 
mundes intra Partum durch aeussere Untersuchung.) 

. UNTERBERGER, Jr. Zentralblatt fiir Gyndkologie, 
January 24, 1914. 


Unterberger bases his method upon the palpation of the 
contraction ring which can always be felt, he says. In 
brief, he finds that the contraction ring can be felt two 
fingers above the symphysis when the cervix is of the size 
of a dollar; at three fingers above the symphysis it is of 
the size of a saucer. When the cervix is fully dilated the 
ring can be palpated four fingers above the symphysis and 
is always horizontal, not oblique, as it is when the lower 
uterine segment is overdistended. 


er the Uterus as.One of the Methods of Treat- 

ing Antepartum Eclampsia. Reusen Peterson, ANN 
Arbor. The Journal of the Michigan State Medical 
Society, January, 1914. 


Peterson believes that the high mortality rate of ante- 
partum eclampsia, especia'ly in private practice, is due to 
the following causes: 1. The wasting of valuable time in 
other forms of treatment before operative delivery is 
accomplished. 2. The selection of wrong method of de- 
livery of the antepartum eclamptic, whereby the patient is 
subjected to prolonged anesthesia and trauma. 3. The 
resulting sepsis from improper technic in patients whose 
powers of resistance are greatly lowered by the action of 
the eclamptic poison. 

In regard to the first cause, it has been recently shown 
that the time allowed to elapse after the first convulsion 
before the uterus is emptied is of the greatest importance 
even if no second convulsion takes place. Olin found that 
if the uterus was emptied one to three hours after the 
first convulsion, the mortality was 3 per cent; if, however, 
the patient was delivered only after six to twenty-four 
hours after the convulsion, the mortality rose to 28 per 
cent. 

The operation should be the one which can be done most 
rapidly, with the least shock. The author favors vaginal 
Cesarian section, especially in primipara, in whom much 
valuable time is lost in manual dilatation of the cervix and 
who are subjected to very long anesthesias. 

This treatment best adapted to the eclamptic mother is 
equally good for her child; hence immediate delivery after 
the first convulsion will result in a low fetal as well as 
maternal mortality. 


Chronic Cystic Mastitis. E. S. Jupp, Rochester, Minn. 
Fhe Journal of the Michigan State Medical Society, 
January, 1914. 


Judd bases his report on 218 cases of chronic cystic 
mastitis operated on at the Mayo clinic. Of these eleven 
were in males. Seventy-nine per cent of the cases oc- 
curred in the cancer age. The author believes that chronic 
cystic mastitis has a definite relationship to cancer of the 
breast, and in many instances may be considered as a 
precancerous condition. In cases suspicious: as to malig- 
nancy, a radical operation for cancer should be per- 
formed. In cases of chronic cystic mastitis that cannot 
either clinically or pathologically be diagnosed as to malig- 
nancy, the conservative amputation with removal of the 
gland-bearing fascia is the operation of choice. 

The article is accompanied by a number of very excel- 
lent illustrations. 


The Heart in Fibroid Tumors of the Uterus. Joun A. 
Guinn, Chicago. Surgery, Gynecology and Obstetrics, 
February, 1914. 


McGlinn has reviewed the autopsy material of the Phila- 
delphia General Hospital (5,700 cases) and found 244 in- 
stances for study. He finds no basis for the belief in a 
“fibroid” heart. Although many cardiac lesions were dis- 
covered, there is no foundation for believing that the 
tumors were in any way connected with their develop- 
ment or their origin. Uterine myomata occurring in mid- 
dle and advanced life are nearly always associated with 
sclerotic heart lesions which are a part of a_ general 
process. Large tumors may produce hypertrophy and 
secondary dilatation of the heart by pressure on the pelvic 
circulation, Anemia, too, may produce secondary lesions 
such as fatty degeneration, brown atrophy and cloudy 
swelling, but most of these lesions, even when found in 
connection with fibroid growths of the uterus, are caused 
by conditions foreign to the tumor. 


Gangrege of the Cervix caused by Injection of a Caustic. 
(Un cas de gangréne du col par injection caustique.) 
A. Herrcotr. Annales de Gynécologie et d’Obstet- 
rique, January, 1914. 


Herrgott’s case was that of a multipara who, when two 
months pregnant, attempted to produce an abortion by in- 
jecting a concentrated solution of corrosive sublimate. 
This was done three times. A gangrene of the cervix, fol- 
lowed by a pyemia, resulted and caused the woman’s death. 
At the autopsy the vagina was found cicatricial, the entire 
cervix gone, but the uterus normal. A purulent throm- 
bosis of the pelvic veins disclosed the source of the fatal 
infection. 


Abderhalden’s Reaction and Its Uses. (Ueber die Ab- 
derhalden iche Reaktion und Ihre Anwendungen.) 
R. Axrmoto, Leipsic. Zentralblatt fiir Gyndkologie, 
January 10, 1914. 


The author confirms the findings of others that the Ab- 
derhalden serum reaction can be used to diagnosticate 
pregnancy in the human female. The human placental 
extract can be reduced with certainty by the serum of 
pregnant human females, but also, it would appear, by that 
of gravid cows, dogs and rabbits. The same reducing 
agent present in the serum is present also in the placental 
blood; but the extract of the umbilical cord is not re- 
duced by the serum of pregnant women, nor is the reduc- 
ing agent present in the amniotic fluid. 


Expulsion of an Ovarian Cyst Through the Anus 
During Labor. (Austritt eines Ovarialkystoms aus 
dem After Wdahrend der Geburt.) R. MIcHAELIs, 
Zentralblatt fiir Gyndkologie, January 24, 1914. 


Michaelis reports the case of a multipara who was 
brought into the hospital after twenty-four hours of labor. 
The head was firmly engaged in the second position. For- 
ceps were ineffectually tried, but at the same time the 
anus opened and a cyst-like mass protruded through it. 
After this, delivery was easy. The tumor proved to be an 
ovarian cyst which had broken through the anterior rectal 
wall under the influence of the labor pains. Laparotomy 
and repair of the rectal wall followed, but the patient died 
in a few days. The growth had undoubtedly been pushed 
down before the head, and the rectum bursting, had deliv- 
ered itself in this manner. 


The Repair of the Flexor Tendons of the Hand; a 
Revised Technique. C. Y. Pace London. Lancet, De- 
cember 20, 1913. 


Recovery of the cut ends of the tendon.—The distal end 
can always be readily caught without disturbing the theca, 
flexion of the terminal phalanx being sufficient to bring 
it into the wound. In regard to the proximal end, the 
degree of retraction varies much and is greater in late 
than in recent cases, but in whatever situation the tendon 
may lie, a rule should be made never to incise the theca 
beyond the extent of the primary injury. The cut end of 
the proximal tendon should be sought for with sinus for- 
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ceps introduced into the theca through the primary open- 
ing; the tendon is made to descend as far as possible to- 
wards the wound by flexing the wrist-joint and massaging 
the forearm muscles, If by these means the tendon can- 
not be caught, it must be picked up through another in- 
cision made higher up in the manner described below. To 
carry out this procedure a flexible bullet probe with an 
eyehole cut in the bulbous end is required. In the fingers 
an incision half an inch in length is made directly over 
the line of the tendon at a level with the neck of the meta- 
carpal bone; after division of skin, subcutaneous tissue, 
and the thin expansion of the palmar fascia, the sublimis 
tendon (lying close over the profundus) will be found 
very near the surface. The theca (in this situation frail 
and thin) is opened and the divided tendon or tendons 
are drawn out through the wound; the bulbous end of the 
probe is then passed from the primary wound through the 
theca and made to emerge at the secondary opening. A 
suture is fixed to the cut tendon and threaded through the 
eye of the probe. The probe is then drawn back and out 
again at the primary incision bringing the tendon with it. 

In the case of the thumb a similar procedure is carried 
out, but the tendon must be picked up on the proximal 


side of the wrist-joint. A three-quarter inch incision is. 


made extending upwards from the level of the wrist-joint 
directly over the ulnar border of the flexor carpi radialis 
tendon; this tendon is pulled to the radial side, the median 
nerve is gently displaced ulnarwards, and the tendon of 
flexor longus pollicis will be seen lying deep and between 
these two structures. The tendon will be lying slack, and 
on this account may appear a little like the median nerve. 
The theca is incised and the tendon pulled out. Some- 
times it may not slip out quite readily; this is usually due 
to a failure to open the theca, which is thin and not very 
obvious in this situation. The probe is then passed and 
the cut tendon drawn back into the primary wound as de- 
scribed above. 


Fixation of the cut ends of the tendon—Any one of the 
advocated methods for suturing the cut ends may be em- 
ployed; it should, however, be remembered that adapta- 
tion of the cut ends without causing any abnormal devia- 
tions is more important than close apposition of the cut 
surfaces. In some cases, especially in children, it is diffi- 
cult to get a good hold of the tendon with the suture. In 
such cases the best plan I think is to hold the cut ends of 
the tendon successively, at their proper level in the theca; 
then pass a suture from side to side of the theca, piercing 
the tendon about a quarter of an inch from the point of 
section; tie the suture with sufficient firmness to hold the 
tendon in position. Simple iodized catgut should be used 
for this procedure. Though absolute apposition of the cut 
surfaces is not obtained by this means, the ends of the 
tendon lie in their normal relationship and quite close 
enough for satisfactory healing to take place. 


Torn Semilunar Cartilages. Wm. Rosinson, Sunder- 
land. British Medical Journal, January 17, 1914. 


Robinson reports his observations of 24 cases. Of these 
22 were tears of the inner cartilage, and two of the outer. 
The patients were all males, usually of the muscular, robust 
type. Robinson has never seen a simple dislocation of a 
semilunar cartilage without tearing of the cartilage. There 
can be a tear without a displacement, but no displacement 
without a tear. The author discusses fully the anatomy 
and mechanism of the injury. The diagnosis can be made 
entirely from the history. In nearly every case the fol- 
lowing facts may be elicited: 

1. A severe twist of the flexed knee or a severe blow on 
the side of the flexed knee, with or without the patient 
falling. 

2. A sickening pain, and often a sensation of something 
having given way in the joint. 

3. “Locking” of the joint, that is, inability to extend the 
limb (if the anterior part of the cartilage be torn) or, 
much less often, to flex it (if the rent is in the posterior 
half). The joint sooner or later goes straight of itself or 
by a special effort on the part of the patient, or is pulled 
straight by someone—generally with a feeling as if some- 
thing had slipped into its place. 


4. A temporary effusion into the joint (traumatic 
synovitis). 

5. One or several recurrences of the above symptoms, 
especially of “locking” of the joint on slighter but similar 
accidents, such as slipping off a curbstone, twisting the leg 
in walking, or even turning over in bed. 

When the patient applies to the surgeon often nothing 
can be made out on examination of the joint except some 
tenderness over the injured meniscus—inner or outer, as 
the case may be. If the femur has been rotated inwards 
(or the leg outwards) almost always the inner meni&cus 
will be found torn. If the rotation of the femur is out- 
wards (or of the leg inwards) one cannot be so certain 
that it will be.the outer meniscus that will be found rup- 
tured (see notes of cases). 

The only treatment in workingmen is removal of the 
offending cartilage. 


The Importance of the Treatment of Weak Feet in 
Childhood. Brainexp H. Wuirttocx, New York 
ro A New York State Journal of Medicine, January, 


After showing how common a disability flat-foot is, as 
proven by records of the armies and navies of various 
countries, the author pleads for a more general recognition 
of this condition in childhood, at which time much of its 
dangerous character may be averted. Weak foot is the 
most disabling and widespread of all postural deformities 
affecting all classes of society and occupation. A decidedly 
large number of cases exist from early childhood. As a 
result of various causes, faulty attitudes are assumed for 
the feet which, though not necessarily causing disability 
in childhood, are nevertheless powerful factors for harm 
in adult life. 


Heliotherapy in Tuberculosis. HERMANN voN ScuHROt- 
TER, Vienna. Medizinische Klinik, December 21, 1913. 


The author believes that the treatment of tubercular 
disease by means of exposure to the sun’s rays, which is. 
coming more and more into general use, is of as much 
avail at sea level as it is in mountain regions. The result 
depends not so much on the intensity of the light as on 
the duration of the exposure. Natural sunlight 1s of con- 
siderably more therapeutic value than artificial rays, such 
as those of the Quartz Lamp, though the latter may be of 
use to further the treatment on days when there is no 
bright sunshine. 

Chemical work seems to show that the pigment which is: 
developed in the skin after exposure to light is derived 
from breaking down of the Rete Malpighi cells, as a result 


of the light rays. These cells the author moreover con-. 


siders as related physiologically to the adrenals. 
Heliotherapy, although not as yet shown to be of defi- 


nite value in pulmonary cases, has proven of undoubted’ 


efficacy in surgical tuberculosis. 


Primary Carcinoma of the Appendix. Louris RassIEvr, 
St. Louis. The Journal of the Missouri State Medical 
Association, December, 1913. 


Rassieur reports two cases of primary cancer of the 
appendix, the first in a married woman of thirty-three 
who was operated on for uterine retroversion, the appen- 
diceal lesion being a chance find; the second in a single 
woman of thirty-one, who gave symptoms of chronic ap- 
pendicitis. The author reviews the literature of the sub- 
ject, commenting on the fact that now that cases are 
studied more carefully, more cases of carcinoma of the 
appendix are finding their way into the literature, and the 
condition is no longer considered as great a rarity as it 
was formerly. The lesion is usually located at the tip of 
the appendix or within a centimeter of the tip. Its size 
varies from a pin-head to a small Mandarin orange. On 
section it is usually yellow in color. The rule is that these 
growths are relatively benign, do not form metastases, nor 
recur after removal. 
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